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Academic Dossier AMH Essay
Introduction
Qualifying in clinical psychology requires the development and practice of skills 
within both scientist-practitioner (Corrie & Callahan, 2000) and reflective- 
practitioner models (British Psychological Society, 2006). This essay represents my 
first opportunity to begin to practice and develop these skills in writing. I begin by 
reflecting upon my reasons for choosing to write on a subject that presented the 
biggest challenge for me and go on to consider Freudian and Object Relations 
theories personality development and psychological distress. Following the approach 
of the essay title, a psychiatric diagnostic approach is taken to defining obsessive- 
compulsive disorder (OCD). Formulation approaches to mental distress are then 
introduced, as an idiographic approach to psychological distress that is increasingly 
emphasised among the core skills that clinical psychologists employ in 
understanding psychological distress. Psychoanalytical formulation and treatment of 
OCD are next considered in the current NHS environment, which is informed by 
guidelines stating that:
“There is no evidence o f  efficacy or effectiveness for psychoanalysis in the treatment o f
OCD. Given the lack o f evidence and the resources required for such intensive
treatment, there is doubt as to whether it has a place in mental health services for OCD”.
National Institute o f Health and Clinical Excellence, 2006, pi 04).
The essay concludes that psychodynamic theory has an important role to play in 
reminding us of the need to practice ways that are subjectively meaningful to service 
users.
Personal reflections on the title
I chose to focus upon psychodynamic approaches because this gave me the 
opportunity to further my understanding and develop skills within an area of clinical 
psychology that was least familiar to me. My academic background has been largely 
within a cognitive framework of psychological explanation. I completed both my 
undergraduate degree and my doctorate in an experimental psychology department 
that took a highly nomothetic approach to the study of psychological distress, which 
was largely understood from within a medicalised model based upon biological 
explanations, diagnostic categories and pharmacological or cognitive-behavioural 
treatments. From a clinical perspective, I have experience of working, although not
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in a psychological role, within a Recovery Model (e.g.. Shepherd, Boardman and 
Slade, 2008) with adults with severe and enduring mental illness. Through this work, 
I developed an awareness of the dominant discourses of medical and Cognitive- 
Behavioural Therapy (CBT) models within mental health services. I draw attention 
to my previous experience because I undertook training with a view to expanding my 
understanding of theory, practice and theory-practice links within a number of 
therapeutic models. I am aware that it is the intention of the course team at Surrey to 
provide training and placements for trainees with a focus on the three main 
therapeutic models (Clearing House for Postgraduate Courses in Clinical 
Psychology, 2008). However, it is my perception that thus far there has been an 
emphasis on CBT in both academic teaching and in clinical placements.
I have also worked in a multi-disciplinary team whose remit was to support acute 
inpatient staff in developing psychological approaches to inpatient care. In this role, I 
acquired an understanding of the role psychologists have in supporting and guiding 
teams in the development of services that are evidence-based and which provide 
effective and cost effective treatments for people experiencing psychological 
distress. Now, as a trainee, I consider myself to be in the privileged position of being 
able to take an explorative learning approach to alternative therapeutic models and to 
develop my ideas and therapeutic style through exposure to a wide range of 
theoretical and clinical ideas without the level of constraint that is experienced by 
qualified clinical psychologists in overstretched specialist psychological therapy 
services and multidisciplinary teams. This assignment will, I hope, afford me an 
opportunity to explore some of the personal and professional issues that I may 
encounter as a trainee and once qualified.
Psychodynamic theory
Originally developed by Freud (1991) towards the end of the nineteenth century, 
psychodynamic theory proposed that normal adult personality and psychological 
distress (in Freudian terms - neuroses) both arise from the ways in which people cope 
with innate instinctual drives during infancy and childhood. Freud proposed two 
overlapping models of the mind. The first ‘topographical’ model, proposed that 
consciousness is organised at three levels -  the conscious, preconscious and the
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unconscious. The second ‘structural’ model hypothesised that the mind is comprised 
of three conflicting ‘psychic agencies’: the id; the ego; and the superego (Howard, 
2006, p31-34). The ego mediates between the id, which is the unconscious, pleasure 
seeking part of the self that is driven by aggressive and sexual impulses and the 
partially conscious superego, which is the moral overseer or the conscience of the 
self. The id, ego and superego each have a role in determining adult personality and 
the psychological difficulties that a person experiences, as does the conflict between 
them.
Freud (1977) argued that children develop through a series of psycho-sexual stages 
each associated with a different erogenous zone. Failure to resolve the difficulties 
inherent in negotiating each of the psycho-sexual stages leads to fixations in later life 
that affect adult personality and psychological well-being. In the first year of life the 
child is in the oral stage; sexual pleasure is derived from sucking, swallowing and 
biting. Infant experiences of difficulties during this period are associated with 
neediness and demand for satisfaction in adults who experienced excessive 
frustration, and inability to bear frustration in adults who experienced excessive 
satisfaction in the oral stage (Fenichel, 1996, p.6 6 ). The second (anal) lasts from 
around eighteen months to three years. Sexual pleasure is focussed upon the anus and 
the act of defecating or retaining faeces. This stage is characterised by conflict 
between the child’s innate impulses and the demands of the civilised world of the 
child’s care-takers. Difficulties in this phase are associated with adult fixations with 
dyadic concerns about compliance and rebellion, cleanliness and dirt, autonomy and 
shame, and masochism and sadism (McWilliams, 1999, p.74). During the Oedipal, or 
phallic, stage, which lasts from approximately three to five years sexual pleasure is 
derived from the genitals. At some point in the Oedipal phase children become aware 
of sex differences, of the possibility that dyadic relationships exist outside of 
themselves, for example between their mothers and fathers, and of the reality of 
death. Freud’s theory suggests that the Oedipal phase is characterised by a powerful 
love for the opposite-sex parent; by the Oedipal (in boys) and Electra (in girls) 
conflicts where the child has an intense desire to get rid of the same-sex parent, who 
is jealously experienced as a rival. At around six years resolution of the Oedipal 
conflict is achieved by boys who internalize the values of their father through
11
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identification with him and incorporation of these values into the developing 
superego. The extent of Freud’s bias against women is evident in his failure to 
account for the development of the superego in women, who he held to be morally 
inferior to men (Howard, 2006, p35). Around the age of about six years, and 
following the passing of the Oedipal stage, a period of latency is entered. The child 
has now developed mature defenses in which sexual and aggressive desires are 
repressed from consciousness and sublimated into sports and other leisure pursuits. 
Sexual maturity is frilly achieved in the genital stage, which follows puberty as 
adolescents begin to integrate the erotic impulses of the earlier stages to form 
relationships with other people.
Object Relations theory
Whereas Freud’s theory is a one person or intra-psychic model of the development of 
personality and neuroses, other psychodynamic theorists have emphasised 
interpersonal relating. Following Melanie Klein, and based upon work vrith young 
children, the Object Relations School (as cited in Howard, 2006, p36-46) argued that 
the infants’ primary drives are not sexual or aggressive but are to do vrith discharge 
of the tension from the pressure of these drives in the contexts of relationships. This 
theory hypothesised that; from birth babies’ worlds are peopled by internalised 
representations, or introjected objects, which are constructed on the basis of 
experience of relationships and through fantastic interpretation and distortion of this 
experience. Object relations theory is strongly focussed upon the critical influence of 
the maternal-infant relationship. Babies, Winnicott argued (as cited in Gabbard, 
2005, p41), are highly dependent upon their mothers to be ‘good enough’ at 
providing a holding environment, which gives an appropriate level of protection and 
containment from the impingement of threats from the external world to ensure that 
the child may develop a mature ego and intimate relationships with others in later 
life. Object relations theories emphasise certain Freudian defense mechanisms. These 
include: denial - of disturbing aspects of reality and splitting, which allows the 
separation of contradictory good feelings and representations from bad feelings and 
representations. Whilst splitting may seem an adaptive defense, it serves to prevent 
the integration of libidinal and aggressive drives that is necessary to neutralize 
aggression and allow development of psychological maturity (Gabbard, 2005, p43).
12
Academic Dossier AMH Essay
Other important defenses include projection in which internal objects are disavowed 
and projected onto others and introjection in which external objects are taken in and 
internalised as part of the ego.
Definitions of Obsessive Compulsive Disorder
OCD is diagnostically defined by the presence of obsessions, compulsions or both
(ICD-10 and DSM IV TR). Obsessions are intrusive, unwanted and resisted 
thoughts, which are experienced as a product of the individual’s own mind. Simply 
having obsessions or compulsions is insufficient for diagnosis, since both are part of 
the range of normal experience. Typically, OCD obsessions have a noxious quality; 
with common themes of sexual, aggressive or blasphemous content to the thoughts, 
although occasionally obsessive thoughts consist of trivial content (de Silva & 
Rachman, 2004, p4). Whilst research has shown that intrusive thoughts with a 
sexual, violent or obscene nature are also normally experienced by about the majority 
of the general population (e.g., Rachman & Hodgson (1980); de Silva & Rachman,
2004), DSM-IV TR and ICD-10 additionally require that such intrusive thoughts 
must be experienced as frequent and distressing or disabling before a person receives 
an OCD diagnosis.
Compulsions are defined in DSM IV TR as repetitive behaviours, or mental acts, that 
are performed in response to an obsession, or according to some specified set of 
rules. Clinically, compulsions fall into categories of cleaning/washing, checking, 
doubting, hoarding and overt compulsions such as counting, touching and list- 
making. Again, studies have shown that OCD compulsions are not qualitatively 
distinct from those that are experienced by the general population (e.g.. De Silva & 
Rachman, 2004; Rachman & Hodgson, 1980). For example, many people experience 
compulsive rituals such as checking, list-making or completing tasks in a ritualised 
way. However, in those who meet criteria for diagnosis, compulsions disrupt the 
person’s functioning, are time consuming and serve to reduce or eliminate the 
distress that is experienced as a result of ego-dystonic obssessional thoughts. 
Whereas obsessions may be experienced as a passive phenomenon that happens to an 
individual, compulsions are actively experienced; the person completes them out 
because of a strong subjective urge to do so. Compulsions are usually carried out to
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neutralise the anxiety that is induced by distressing obsessive thoughts, although the 
person may actively resist doing so. ICD-10 stipulates that resistance to compulsions 
is a necessary diagnostic criterion; there must be “at least one thought or act that is 
still resisted unsuccessfully, even though others may be present which the sufferer no 
longer resists” (World Health Organisation, 1992, p i43).
OCD has been clinically defined as the presence of difficult, disabling obsessions 
and compulsions. Despite the distressing nature of the disorder, many sufferers 
experience symptoms for a long period of time before seeking help; the average 
duration of symptoms before presentation to services is twelve years (E. Forrester, 
2008, personal communication). Fred Toates, a psychologist and long-term sufferer 
of OCD, has described how he experienced debilitating obssessional thoughts and 
behaviours for two decades before seeking the help of his GP and a clinical 
psychologist (Toates, 2002). The onset of symptoms in OCD is often gradual and 
insidious and the course of the disorder may include fluctuations in symptoms, which 
may explain why people wait until the disorder has begun to severely impinge upon 
their relationships and daily lives before accessing services (e.g., Simonds & Elliott, 
2001). OCD impacts negatively on those close to the sufferer as well. DSM IV-TR 
criteria stipulate for diagnosis obsessions and compulsions must take up at least one 
hour a day. In severe cases, compulsions may take up a very significant part of the 
person’s day, leaving little time for normal social interaction and tasks of daily living 
unrelated to the OCD. Other people in the OCD sufferer’s system may also be forced 
to incorporate the needs of the ‘OCD bully’ which demands constant reassurance and 
accommodating behaviours from family and friends.
Prior to community surveys, OCD was believed to be a rare disorder, with an 
incidence of just 0.05 per cent (e.g.. Champion & Power, 1992). A lifetime 
prevalence of 2  per cent has recently been estimated from cross national 
epidemiological studies (e.g., Roth and Fonagy, 2005; de Silva & Rachman, 2004). It 
is perhaps unsurprising that OCD, a disorder defined by the psychological distress 
that is caused by an excess of thoughts and behaviours also observed in non-clinical 
populations, is often under-diagnosed (Simonds & Elliott, 2001). Diagnosis is based 
upon an acceptance of OCD as distinct from other psychiatric disorders and from
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‘normal’ experiences of obsessions and compulsions. Although, in defining OCD, I 
have followed the essay title and chosen to focus upon a classificatory notion of the 
disorder as though it is a discrete and real phenomenon, the validity of psychiatric 
diagnostic systems has been called into question many times (e.g., Boyle, 2007; 
Johnstone & Dallos, 2004; Kendall & Jablensky, 2003; May, 2007). There is not 
space to discuss this issue here. It is, however, important to note the approach that 
clinical psychologists have recently elected to take is one based on formulation. 
Whilst doctoral programs may incorporate theoretical models, psychological 
interventions, and essay assignments that are expressed in language that is premised 
upon at least a partial acceptance of diagnostic systems, formulation is increasingly 
seen as “the lynchpin that holds theory and practice together” (Butler, 1998, pi). 
Formulations, whether framed within a single approach, such as a psychodynamic 
model or within an integrated model, allow mapping of individual issues and 
problems, treatment strategies, and selection of outcome criteria that need not be 
dependent upon nomothetic models of discrete disorders. In this way, the emphasis 
on formulation that is placed by clinical psychologists could be interpreted as a 
return to more individualised, idiographic approaches such as that taken by Freud in 
individual case studies such as the Rat-man (Freud, 1909).
The contribution of psychodynamic theory to formulation
Historically, the most widely applied theoretical account of OCD is psychoanalytical.
Prior to the development of behavioural, cognitive and biological models of OCD in 
the 1970s and 1980s, psychodynamic formulations of OCD difficulties were 
dominant. Freud wrote extensively on obsessive and compulsive neuroses and his 
views were later developed by other writers (e.g., Fenichel, 1996). 
Psychoanalytically informed formulations of OCD, and other disorders, examine 
three important areas, which are the current life situation, the early infantile relations 
and the transference (Hinshelwood, 1991; Malan, 1979). Particular attention is paid 
to the central emotional issues and underlying conflicts that lie behind a person’s 
conscious experience of obsessions and compulsions. The defensive strategies that 
are employed to manage these anxieties, their effectiveness and adaptiveness are of 
primary interest in the formulation and these are explored throughout assessment and 
therapy.
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According to this view, OCD symptoms originate from regression to the anal stage 
of development, during which the child gains control of the anal sphincter; from 
outbreaks of unacceptable aggressive and erotic impulses and from the punishing 
nature of a harsh superego (Fenichel, 1996; Kempke & Luyten, 2007). Esman (1989, 
p320) notes that Freud suggested that the signs of obsessional neurosis are first 
experienced in childhood (between the ages of 6  and 8 ), which is interpreted by 
Freud, and those who followed him, as evidence of a failure to resolve the Oedipal 
conflict. This view is readily challenged, on the basis of the finding that few clients 
recall particular incidents that are related to the onset of their difficulties (de Silva & 
Rachman, 2004). However, the psychoanalytical interpretation of this is that difficult 
childhood memories are repressed and hidden from consciousness. Fenichel suggests 
that
Unintelligible symptoms become intelligible when their history is studied. The original 
form in which they first appeared is closer to the unconscious meaning. A symptom 
may be an allusion to some event in the person’s past; this allusion cannot be 
understood so long as the whole context is not known (1990, p272).
Childhood experiences come then to organise the responses of the adult, in terms of 
managing conflicts and difficult impulses. A distinctive feature of psychodynamic 
formulation is that these influences are inaccessible to the client’s conscious 
understanding in the present, without the help of a psychotherapist. Through the 
therapeutic process of transference the underlying patterns of conflicts and defences 
are explored to reveal how the past is shaping the present. The psychodynamic 
approach suggests that the unconscious meaning of obsessions is critical to our 
understanding and formulation of the symptoms. Fenichel goes on to suggest that if 
we look to the content of the obsessive thoughts and compulsions in OCD, 
meaningful interpretations can be made when these are related to the client’s 
experiences of sexual and aggressive conflicts and impulses during early childhood. 
For example, Fenichel describes a client who experienced obsessive thoughts of 
harming women and of cutting off his own penis, which was interpreted as 
gratification of unresolved Oedipal wishes (1996, p272). Whilst this may seem a 
plausible hypothesis for readers convinced by Freud’s Oedipal conflict theory, it is 
difficult to verify the assertion that OCD symptoms begin in childhood since.
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although OCD is diagnosed in children (de Silva and Rachman, 2004), people 
typically do not present to services until early adulthood. Accurate history taking is 
then dependent upon the subjective report of the client, augmented by others in the 
client’s system and by clinical notes, if these are available. Whilst this difficulty is 
certainly not restricted to those working within a dynamic framework, it creates 
particular difficulties in falsifying the psychodynamic hypothesis that past difficulties 
and relationships are replayed in the present.
Psychoanalytical theory has contributed an explanatory framework for the nature of 
OCD obsessions. Freudian theories of OCD postulate that OCD represents a 
regression from a more mature superego characteristic of genital organisation to an 
anal-sadistic organisation of the libido. . Freud argued that the qualities of obsession 
reveal what is unconsciously feared. As noted above, aggressive and sexual impulses 
are characteristic of the content of OCD obsessions. Storr (1990) suggests that 
obsessionals are highly concerned with controlling internal aggression. However, this 
is never fully possible with eruptions of aggressive impulse in the form of 
obsessional thoughts. Other common themes to OCD obsessions include the need 
for control and removal of dirt and contamination. Fenichel describes defensive 
reaction formation, in which OCD characteristics of cleanliness and an extreme need 
for orderliness result from a reaction formation to the instinctual demand for dirt and 
disorder (1990, pi 51).
Like obsessive thoughts, compulsive acts are seen within the psychodynamic 
formulation as defensive attempts by the client to ward off uncomfortable feelings by 
assertion of a mastery of their internal and external worlds. However, as it never 
possible to completely control our internal worlds, unconscious impulses erupt. 
People with OCD are often concerned with warding off aggression, hostility and 
criticism from others and typically are anxious to please and avoid causing offense. 
Experiencing anxiety about issues of control leads to anger and further attempts to 
control the external aspects of the world that are susceptible to control. Personality 
characteristics that are associated with OCD clients, such as perfectionism and 
conscientiousness, are also hypothesised to result from attempts to ward off sexual 
and aggressive impulses (Kempke & Luyten, 2007, p294). Whilst such explanations
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seem plausible, they fail to account for the finding that unpleasant thoughts of a 
sexual and aggressive nature are also experienced by the general population 
(Rachman & Hodgson, 1980; de Silva & Rachman, 2004). The psychodynamic 
formulation of OCD difficulties does not adequately explain the causal mechanism 
by which defences of reaction formation, isolation/splitting and magical thinking 
fimction operate specifically in people with OCD to contain anxiety and psychic 
distress.
Object relations theory and the formulation of OCD
Object relations based formulations focus upon the nature of the self and object
relations and the conflicts between them (Perry et al, 1987) O’Connor (2007) put 
forward a formulation of OCD based on an object relations theory suggesting that 
adults are predisposed to obsessional thinking if they have been under or over­
exposed to the world as a child. If over-shielded and restrictively controlled, a child 
cannot experience the external world for himself and may retreat from it when 
allowed the opportunity to approach as an adolescent or an adult. Conversely, if a 
child is under-shielded from traumatic events, such as death within the family or 
adult sexual experiences as a child, they may then evolve feelings of personal 
responsibility for these events. For example, children assume responsibility for 
traumatic events including the unhappy relationships, or separation and divorce of 
their parents. The object relations view is that parents and carers normally function 
as containers for feelings that the child is not yet able to tolerate. They create an 
assurance that internal good objects are able to withstand the threat of unpleasant 
thoughts, feelings and events that the child experiences. Within this view, OCD is 
characterised by a lack of childhood assurance that that the internal good objects will 
be protected from external and internal bad objects.
Often in OCD, the child has needed to become the protector, rather than the 
protected individual within a relationship. If the mother, or other carer, is seen as 
vulnerable to attack then the child is compelled to act to protect her. Lacking the 
necessary level of containment, or shielding the child becomes the person who offers 
containment but lacks it her/himself. Connor describes his clinical experience thus:
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“many o f the patients I have worked with have described highly exposed childhoods.
They have felt a consistent exposure to the elements, as if something that might 
normally stand between them and the world as well as between them and their thought 
was not present. They have often become the solvers o f their parents’ problems, the 
reverse containers o f their parents’ anxieties” (2007, p468).
Maternal protection is both physical and psychic -  allowing the child to experience 
threats and challenges in the form of internal attacks and painful thoughts and 
feelings so that the child does not develop dissociative coping mechanisms when 
faced with threats to their psychic survival. The mother provides a filtering shield 
through which the child experiences their internal and external worlds. Under­
protection results in the child being unable to project the bad external objects, so that 
these are then located within the child’s own ego. Conversely, too much protection 
results in the child having no opportunity for testing of ‘magical thinking’, such as 
their supposed responsibility for malign events. Over-shielding also prevents a child 
from experiencing levels of threat that are tolerable to them at their level of 
psychological development. This may be also be accompanied by parents conveying 
messages of shame and unacceptability of hostile, aggressive and sexual thoughts 
and feelings to the child.
The shielding hypothesis receives partial support from the finding that likelihood of 
developing OCD is higher children bom into in families with a history of OCD 
diagnosis where obsessions and compulsions may influence the level of maternal 
shielding (Meares, 2001; de Silva & Rachman, 2004). However, twin studies suggest 
that there may be genetic influences that predispose family members to psychiatric 
disorders in general rather than OCD in particular (de Silva & Rachman, 2004, p61). 
Whilst psychoanalytic theory (Meares, 2001, p 298) and evidence from clinical 
practice (O’Connor, 2007) suggest a mechanism for the development of ‘magical 
thinking’ and other OCD symptoms, the difficulty lies in critically appraising 
psychodynamic hypotheses. It is difficult to see how the ‘appropriate’ level of 
shielding, and deviations from this ideal, can be specified post hoc to the 
development of OCD symptoms in order that the theory may be empirically tested.
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The contribution of psychodynamic theory to treatment
The essay title requires a critical evaluation of the psychodynamic approach to
treatment as well as formulation of OCD. On conducting a literature search for this 
assignment, it became apparent that, while there is an abundance of journal articles 
examining the usefulness of psychodynamic formulation, there is a limited literature 
documenting the contribution that psychodynamic theory can make to treatment. Few 
adequately controlled trials of psychodynamic treatment for OCD have been 
published, although one early study suggested good efficacy (Black, 1974, cited in 
Lam & Steketee, 2001, p74). More recently, in a journal issue of Psychoanalytical 
Inquiry, a number of authors separately concluded that the symptomatic cure of OCD 
by psychodynamic treatment is almost non-existent (Brandchaft, 2001; Esman, 2001; 
Gabbard, 2001; Lam & Steketee, 2001).
As discussed above, the psychoanalytical approach has primarily been based upon 
the model developed by Freud, which emphasised the importance of detailed case 
studies and an idiographic approach to understanding the meaning of individual 
difficulties and distress. In 2008, the focus, within a time and money stretched NHS 
has shifted towards nomothetic concepts of treatments that show greatest efficacy 
and effectiveness for particular diagnostic groups. In a critical review of the evidence 
for OCD treatments, Roth and Fonagy (2005) suggest that it is hard to justify 
approaches other than symptom-focussed behavioural and cognitive behavioural 
treatments such as exposure and response prevention (ERF), pharmacological 
interventions, or a mixture of the above. This somewhat pessimistic view of the 
evidence for dynamic psychotherapy is also shared within the psychoanalytical 
literature. One recent review paper, written by a psychoanalyst, concludes that:
“There is no avoiding the fact that the weight o f clinical and research evidence on OCD
is not favourable to psychoanalysis as a therapeutic instrument it appears
increasingly that it has been overtaken in its understanding o f the etiology and 
pathogenesis o f the disorder and outmatched in the effectiveness o f  its therapeutic 
efforts” (Esman, 2007, pi 53).
In recent decades, the development of behavioural, cognitive-behavioural and 
biological approaches to OCD (for a review, see Jakes, 1996) has ensured that 
psychoanalytical treatment has largely been abandoned as a treatment choice within
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the NHS. Crucially, randomised controlled trials (RCTs) have demonstrated 
significant reduction in symptoms following treatments based upon these models 
(APA, 2007; NICE, 2006; Roth & Fonagy, 2005). As a consequence, 
psychoanalytical approaches, lacking research evidence, have virtually disappeared 
as a treatment option; unless OCD sufferers actively seek this form of treatment and 
have the means to pay for it privately.
Although ERP and individual and group CBT treatments have demonstrated efficacy 
for OCD, a significant number of patients remain unimproved or simply refuse or 
drop out from behavioural and cognitive-behavioural treatments (Leckman et al, 
2007, p376). Similarly psychopharmacological approaches are not always effective; 
service user and carer led organisations, such as the Obsessive Compulsive 
Foundation and OCD Action report that almost half of sufferers do not respond to 
anti-obsessive medication. Furthermore, side effects are a real concern, as evidenced 
by the amount of discussion of this issue on forums held by service user groups. 
Gabbard (2005) has suggested one reason that psychodynamic approaches continue 
is that they may facilitate exploration of an individual’s defenses and thereby help to 
overcome treatment resistance to evidence-based approaches such as CBT and 
psychopharmacology.
Psychodynamic influences on other models of treatment.
Despite the paucity of evidence for psychoanalytical treatment of OCD, many people
continue to seek help that is based upon this model. In my role as a clinical 
psychologist in training, I am currently seeing a client who has received a number of 
CBT and psychopharmacological interventions, without alleviation of her symptoms 
or level of distress. This woman presented to services requesting psychological 
therapy to enable her to undertake some deeper work looking at the influence of her 
early childhood experiences. Although the nomothetic approach suggested by NICE 
guidelines suggests that symptom alleviation should be the primary treatment 
objective, clients frequently present with very different goals, such as achieving a 
deeper understanding of the meaning of their distress.
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Bram & Bjorgvinsson suggest that an integrative approach facilitates an 
understanding of the meaning of symptoms, which is often “therapeutic in providing 
clients with an increased sense of agency and self-acceptance” (2004, p316). Many 
clients believe that only by understanding the meaning of their symptoms and 
disorder will they gain mastery of them. A clinical example is given by Lieb (2001), 
who presents an integrative model for formulation and treatment using behavioural 
therapy, psychopharmacology and psychoanalysis with a client with severe OCD. 
Lieb postulates that psychodynamic therapy allowed consideration of what resistance 
to accepting treatment may mean. This allowed the client to acknowledge her 
attachment to the OCD symptoms that held meaning and ftmctionality. Gabbard has 
argued that psychodynamic approach may be useful when clients “hang onto their 
symptoms” (2005, p265). His arguments are particularly compelling to me, as a 
trainee working in an NHS environment where treatment choices are often informed 
by service needs for symptom amelioration rather than subjectively meaningful 
outcomes.
Conclusion
There is currently no RCT evidence for the use of psychoanalytical treatment 
approaches in OCD, which is why they cannot be recommended within NICE 
guidelines. Clinical psychologists are required by professional guidelines to practice, 
as scientist practitioners, in ways that are efficacious, cost effective, and based upon 
nomothetic theory and approaches. However, it is essential that a reflective 
understanding of the client’s own subjective meanings, therapeutic agenda, and 
treatment goals is also developed. Psychoanalytical approaches have made an 
enormous contribution to therapeutic practice. They have provided models that have 
allowed therapists to embrace idiographic understandings of psychological distress 
for well over a century. It seems to me that while this approach to treatment of OCD 
is not currently advocated by national guidelines, it will continue to inform the 
psychological mindedness of groups of service users, carers and health professionals.
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ORGANISATIONAL AND PROFESSIONAL ISSUES ESSAY
Clinical psychologists are expected to take a clinical leadership role in 
mental health teams. What themes and approaches might inform our 
understanding of a clinical leadership position and its usefulness to
others?
January 2010 
Year 2
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Introduction
Preparation to lead is an identified objective of clinical psychology training in the 
UK and development of clinical leadership competency is part of continuing 
professional development (Golding & Gray, 2006). I begin by reflecting upon my 
reasons for writing upon this particular professional issue. Following consideration 
of the leadership roles that clinical psychologists (CPs) are expected to take within 
mental health teams, I review current theories of leadership, which are used to 
contextualise the discussion of clinical leadership and how this might be useful to 
clinical psychologists and others.
Personal Reflections
Many of my discussions with supervisors, my mentor, and peers have focused upon 
my interest in the leadership roles fulfilled by CPs. From conversations with senior 
members of the course team, I am aware that Surrey considers their Practitioner 
Doctorate in Clinical Psychology as distinctive in having a particular emphasis in 
promoting trainees’ understanding of issues of leadership. Within the current NHS 
context, much attention within mental health services is upon the Increasing Access 
to Psychological Therapies (lAPT) agenda (Department of Health, 2008). The 
emphasis on facilitating development of trainees’ capacity to see beyond the 
immediate direction of service development and encouragement in adopting a critical 
perspective to becoming an innovative leader in a rapidly evolving NHS is what 
initially attracted me to the Surrey course.
Although preparation for leadership is claimed as a strength of the Surrey course, 
there has been little focus on formal teaching; indeed a forthcoming reading seminar 
is the first compulsory exercise to have this focus. This raises for me the question of 
how I personally utilise my training to prepare for clinical leadership roles. I have 
opted for this essay because it presupposes that all CPs are expected to take such 
roles. Critically reviewing the literature affords me the chance to reflect upon 
constructions of clinical leadership and relate this to my own practice.
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Clinical Psychologists' Roles
The New Ways of Working (NWW) programme, which began with a focus on 
consultant psychiatrists’ roles (National Institute for Mental Health in England,
2005) created an opportunity for professionals in mental health teams to review 
training, professional roles, and address some pressing team working issues 
(Lavender, 2009; National Institute for Mental Health in England, 2007b, 2007c). 
NWW is essentially about a move away from models of mental health care where 
consultant psychiatrists assumed positions of leadership, power and responsibility, 
towards the creation of capable teams (National Institute for Mental Health in 
England, 2007a), with responsibility distributed across professions within 
multidisciplinary teams (MDTs). Principals of change under NWW include: 
innovation; service user and carer driven focus of care; and distributed responsibility 
and clinical leadership within teams. The resulting processes of change have meant 
that professional roles are redefined; as traditional professional divisions are 
renegotiated and working roles undergo development. NWW has also required that 
professional bodies respond to changes in the working roles and responsibilities of 
the professions that they govern.
Following the Agenda for Change (A4C) reforms, NHS pay and conditions, and the 
minimal set of capabilities required to fulfil a professional role were laid out by the 
Department of Health (2004a). These reforms were intended to ensure that NHS 
employees’ pay scales reflected the level of training, skill and knowledge required 
for particular roles. A review of the A4C bandings could then be expected to indicate 
the knowledge, skill and training level of different mental health professionals. For 
CPs, qualified posts commence at band 7, which is above the starting grade of most 
other members of MDTs, who begin at either band 5 (nurses, social workers and 
occupational therapists) or band 6 (arts therapists and psychotherapists)* indicating 
that CPs would already be expected to demonstrate advanced practitioner skills 
within MDTs. The Knowledge and Skills Framework (KSF) (Department of Health,
‘ Doctors were excluded from the A4C pay reforms, having their own pay agreements (Department o f  
Health, 2003). To facilitate the comparison o f the level o f  responsibility and leadership held by 
doctors and psychologists, it is worth noting that junior doctors start at a salary that equates to the 
midpoint o f A4C band 7
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2004b) stipulates minimum levels of knowledge and skills that are required by each 
of the A4C pay bands for individual health professions. In terms of KSF dimensions 
salient to team working, newly qualified CPs are expected to be able to facilitate 
their own and others’ learning and development, provide training and information to 
support the development of others, and encourage others to maintain quality in their 
work. Band 7 CPs are expected to fulfil clinical leadership roles; contributing to the 
development of services, supporting equality and valuing diversity, and 
demonstrating innovative practice in reviewing and testing new models, methods and 
practices.
The British Psychological Society (BPS) report “New Ways of Working for Applied 
Psychologists^ in Health and Social Care: Working Psychologically in Teams” 
(Onyett, 2007) reviewed the current status of MDTs fi'om an applied psychology 
perspective. Onyett quotes the findings of the NHS Staff Survey (Healthcare 
Commission, 2006). Although most mental health professionals reported that they 
worked within an MDT, fewer than half indicated that these had the qualities of 
highly functioning teams; having clear stated objectives, close team working and 
regular meetings to discuss team effectiveness. Minimal progress has been made 
since the NWWAP report (Onyett, 2007). The most recent NHS Staff Survey 
(Healthcare Commission, 2009) indicated a small increase in the percentage of 
mental health staff nominally working within a team. However, the proportion of 
team members reporting that they work within an effective team replicates the results 
of the previous six years’ surveys; there is little sign of change (Onyett, et al., 2009). 
Applied psychologists (APs), including CPs, are well placed to assume leadership 
roles, since they have the knowledge and skills to understand the process of the 
formation of effective teams, recognise effective team working, and intervene to 
improve team working (Onyett, 2007).
In terms of clinical leadership roles, the NWWAP ‘Working Psychologically in 
Teams’ report measured the pros and cons of APs situating themselves along the 
continuum of séparation-intégration within MDTs. CPs are in the process of moving 
towards the integration pole of the continuum (Onyett, 2007). The number of
Henceforth ‘New Ways o f Working for Applied Psychologists’ will be abbreviated to NWWAP.
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advantages of integration slightly outweighs the disadvantages considered in this 
report. As integrated team members, psychologists develop a fuller understanding of 
other professionals’ perspectives, affording them more opportunities to exert their 
professional influence in leadership roles. They may more effectively communicate 
and model psychological mindedness, collaborative approaches to formulation of the 
client's situation, and their understanding of psychological theory-practice links. 
Psychologists who adopt an integrated style of working within MDTs are likely to 
benefit from being positively influenced by other professional perspectives. 
Integration also facilitates interdisciplinary understanding, benefitting MDTs and 
their members; professional disagreement and conflict is managed constructively and 
difference and diversity in service users and clinicians are valued as qualities that 
drive forward team thinking and service development (Onyett, 2007).
Another NWWAP report ‘Organising, Managing and Leading Psychological 
Services’ (BPS, 2007) focused more explicitly on the leadership roles of CPs. A 
minority of CPs occupy formal leadership positions, working at Consultant Bands 
(8c-d) and Executive Bands (8d-9) and holding responsibility for strategic leadership. 
Even those who do not take the career route of becoming formal leaders are expected 
to take responsibility for mentoring of self and others, and for development and 
implementation of personal leadership skills. CPs are increasingly selected for their 
leadership potential and, from pre-qualification level onwards, are expected to work 
on development of their own leadership profile and on preparation for leadership in 
the later stages of their careers (M. John, Director, Surrey PsychD course, personal 
communication, December 2009).
At this stage of my training my personal experience of CP leadership is limited. I 
have, however, observed my supervisors demonstrate clinical leadership. All of the 
CPs I have worked with have provided training, supervision, mentoring and guidance 
in applying psychological theory to practice in their teams. Most recently, on my 
CAMHS placement, I am fortunate to have worked with three senior CPs. I have 
experienced the value to the team of CP leadership; this has included offering 
support in understanding and managing the rapid pace of organisational change 
processes within an evolving NHS Foundation Trust and modelling the positive
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impact of the Ten Essential Shared Capabilities on clinical practice. I have been 
particularly impressed by the leadership of one of my supervisors in guiding a 
multiple strand programme putting service user and carer perspectives at the heart of 
innovative research aimed at understanding, evaluating and improving young people 
and their family’s experience of recovery within CAMHS services.
Although not yet qualified, I am also attempting to maximise my own opportunities 
for experiential learning about clinical leadership positions. In the first year of 
training, I worked with a senior social work practitioner in establishing a MDT 
reflective practice group. I consider that I made a valuable contribution in helping 
my co-worker use psychological theory to understand and, partially, to overcome the 
resistance of some of the members of the team. At all times on my placements I have 
been aware that, whilst I am still a trainee, I already possess many of the qualities 
necessary for leadership in the NHS, noticeably the confidence to speak up when 
required, capacity for reflection, and the desire to use evidence-based practice to 
engage staff, service users and carers in striving to improve quality of care.
The discussion above suggests that CPs fulfil roles in MDTs at a level that demands 
leadership competencies. The expectations of professional bodies governing CPs, 
which include the BPS and, since May 2009, the Health Professionals Council 
(HPC) require that CPs understand change processes in service-delivery systems, 
leadership theories and models, and their application to service-delivery and clinical 
practice (BPS, 2006; HPC, 2009). Leadership competency, in the view of the BPS 
and the HPC, is underpinned by theoretical understanding of leadership models. 
Although there is insufficient space here to adequately address all existing theories of 
leadership, a brief overview follows, in order that clinical leadership may be situated 
within the wider debate on leadership.
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Leadership Theories
Stogdill has suggested that there may be as many definitions as there are authors 
writing about the concept (1974, p. 259), a view that is reiterated by the editors of a 
recently launched journal on leadership:
“there is little consensus on what counts as leadership, whether it can be taught, or even 
how effective it might be”. (Collinson & Grint, 2005, p.5).
My own view of theories of leadership is that they may be classified as lying on a 
spectrum. This ranges from individualised views of leaders as people possessing 
certain characteristics or traits to more social constructionist perspectives proposing 
that leadership be construed as a dispersed or emergent property that may be 
understood by developing an understanding of the interactions between the members 
of a social group who between them constitute leadership and followership 
relationships.
Trait theories
Correlational studies identify many traits associated with leadership (Gill, 2006). 
Some of the most commonly reported characteristics of leaders include: intelligence, 
creativity, adaptability, energy and willingness to assume responsibility (e.g.
Stogdill, 1974). However a meta-analytical study of personality and leadership found 
only weak relationships between personal characteristics and leadership (Bono & 
Judge, 2004). One of the most consistently explored public sector leadership 
characteristics has been charisma (e.g.Performance Innovation Unit, 2001). In a 
North American study of leaders’ attributes, charismatic qualities were identified in 
public sector leaders but these were not associated either with team loyalty to the 
leader, or with performance of the team (Javidan & Waldman, 2003). Miller and 
Joyce (2005) have suggested that public sector leaders may require different 
qualities, which distinguish them fi*om those who manage and lead in the private 
sector. A survey conducted by the Chartered Management Institute in the United 
Kingdom found that managers expected public sector leaders to be characterised by 
having vision, integrity, sound judgement, commitment to development of people 
and strategic abilities (Charlesworth, et al., 2003).
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Trait leadership theories are challenged by the observation that although charisma, 
integrity and other characteristics can appear to be internal to those in leadership 
positions, they may also be understood as externally ascribed attributes rather than 
stable characteristics. The qualities that are typically demanded of public leaders, for 
example competence and credibility (Milner & Joyce, 2005), may be conjointly 
defined by those who appoint and manage leaders and also by those who follow 
them.
Style theories
An alternative theoretical approach has been to address the styles, or behaviours, of 
leaders; what leaders actually do rather than who they appear to be. Many alternative 
behavioural descriptions of leaders have been proposed (see Bass & Bass, 2008, for a 
recent review). One of the most widely cited theories is Blake and Mouton’s 
Managerial Grid, which proposes that leadership styles are situated in a two 
dimensional space with orthogonal axes of ‘concern for people’ and ‘concern for 
results/production’ (Blake & Mouton, as cited in Bass & Bass, 2008, p. 500).
Leaders are categorised by their prioritisation of the dimensions of ‘people’ and 
‘production’ into five leadership styles. Blake and Mouton propose that ‘Team 
Leadership’, which is characterised by a leader having high emphasis on both people 
and production, is the most effective leadership style. Organisations in which leaders 
adopt a ‘Team Leadership’ approach typically demonstrate a high degree of 
participation, satisfaction and team work (Northouse, 1997). The main criticism of 
style theories, based upon the use of leadership questionnaires, is that while they may 
offer useful descriptive accounts of the behaviours of formally identified leader they 
say little about the nature of leadership itself or the context in which leadership 
positions are adopted. Research studies that focus upon observation of who leaders 
are, or what leaders do, fail to take account of the situational factors influencing 
leadership (and followership) behaviours.
Situational and contingency theories
Hershey and Blanchard’s situational model ((1969, as cited in Bass & Bass, 2008, 
pp. 516-522) suggests that effective leadership requires a leaders’ capacity to match 
their style (delegating, supporting, coaching or directing) to the developmental stage 
of those that they lead. The maturational level of followers is defined by their
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competence and commitment to complete a specific task. Leaders who discern that 
their followers are both unable and unwilling should be directive; willing but unable 
followers should be coached; unwilling but able followers should be supported and 
able and willing followers should be delegated tasks. The situational theory of 
leadership offers the benefit of moving beyond description of the who and the what 
of leadership, allowing prescription and therefore development and training of 
leadership behaviours in specific organisational situations. Within the NHS, for 
example, a number of leadership programmes have recently been developed for 
health professionals, including doctors ((NHS Institute for Innovation and 
Improvement, 2010) psychologists (Kiemle, et al., 2008) and nurses (Royal College 
of Nursing, 2010)
Often the leadership situation is more complex. Contextual factors in addition to 
leadership style and follower maturity determine the effectiveness of leadership. 
Contingency theories suggest that successful leadership is contingent upon dynamic 
situational variables that may include: the relations between leaders and followers; 
the position power or authority of a leader; and the structure of the task (e.g. Fiedler, 
as cited in Bass & Bass, 2008, p. 528), or: the task; the team; and the individuals 
within the team (Adair, 2003). Contingency theory suggests that, since contexts of 
leadership and followership are subject to dynamic change, an individual’s 
leadership style/styles are unlikely to be effective for all situations. For 
organisations, such as the NHS, which are subject to rapid processes of change, truly 
effective leadership must demonstrate situational flexibility, as one of the most 
fundamental tasks of leadership is to create and to manage organisational change 
(Rotter, 1996).
The New leadership
Bryman (1992) coined the term ‘The New Leadership’ to describe theories of 
leadership that built upon Bums’ introduction of the concept of transformational 
leadership. In contrast to transactional leadership, which “occurs when one person 
takes the initiative in making contact with others for the purpose of exchange of 
valued things” (Bums, 1978, p. 19), transformational leadership “ occurs when one 
or more persons engage with others in such a way that leaders and followers raise
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one another to higher levels of motivation and morality” (Bums, 1978, p. 20). 
Transformational leadership has become one of the most prominent theories within 
the clinical literature (Millward & Bryan, 2005). Whereas Bums saw the direction of 
influence as a potentially two-way process in which leadership transforms both 
leaders and followers, other theorists have conducted empirical research examining 
the transformational influence of leaders upon those who follow them e.g., (Bass & 
Alvolio, 1994; Bass & Bass, 2008). Bass and Avolio’s (1994) Full Range Leadership 
model extracts seven factors of leadership from the Multifactor Leadership 
Questionnaire (MLQ, Bass & Avolio, as cited in Bass & Bass, 2008). This model 
proposes that leadership is grouped on a continuum of leadership influence ranging 
from ineffective non-leadership (‘hands o ff  or laissez-faire) through transactional 
leadership to transformational leadership.
Bass (1985, as cited in Bass & Bass, 2008) theorised that transformational 
leadership augments transactional forms of leadership. Transactional leadership is 
comprised of two ‘management-by-exception’ factors and ‘contingent reward’. 
Passive-management-by-exception involves leader intervention only if the objectives 
and standards set by the leader are not met. This style of leadership is characterised 
by a reluctance to intervene and is reactive to mistakes, in contrast to active 
management-by-exception in which the leader actively monitors performance, 
intervening to make corrections at an early point. Contingent reward refers to 
follower behaviour being exchanged for specific reward from the leader, including 
psychological rewards and financial recompense (Bass & Bass, 2008). 
Transformational leadership, Bass argues, transcends transactional leadership in that 
it is concemed with motivating others to act in ways that increase the greater good, 
rather than maximise the followers’, or the leaders’, own self-interest. As such 
transformational leadership is inspirational, visionary (Tichy & Devanna, 1986), 
often charismatic (Shamir, et al., 1993) and characterised by the four ‘I’s: intellectual 
stimulation, inspirational motivation, idealized influence and individualized 
consideration (Bass & Bass, 2008).
A recent meta-analysis of 87 studies of leadership validated the concepts of 
transactional and transformational leadership (Judge & Piccolo, 2004). Judge and
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Piccolo (2004) found relationships between leadership style and success of 
leadership; transformational leadership predicted more of the variance in follower 
satisfaction with leaders and leader effectiveness while transactional leadership 
predicted more of the variance in follower job satisfaction and leader job 
performance. This meta-analysis suggests that effective clinical leadership is likely to 
include both types of leadership.
Despite being widely cited within the clinical literature, theories of transformational 
leadership are also subject to criticism. Firstly, the theory lacks conceptual clarity 
and overlaps with other models of leadership e.g., (Northouse, 1997). Furthermore, 
despite Bass’s assertion that transformational leadership generalises across 
organisational hierarchies (Bass, 2000), much of the evidence suggests otherwise 
(Bass & Bass, 2008; Gill, 2006). Alimo-Metcalf and Alban-Metcalf (2001) attempted 
to validate the transformational leadership model in UK public sector, addressing the 
issue of different levels of leadership within an NHS population. Using a repertory 
grid format they developed the Transformational Leadership Questionnaire (TLQ) by 
surveying NHS staff occupying leadership positions ranging from middle 
management to chief executive level (Alban-Metcalfe & Alimo-Metcalfe, 2000; 
Alimo-Metcalfe & Alban-Metcalfe, 2005; Alimo-Metcalfe & Alban-Metcalfe, 2001). 
However, another serious criticism is that transformational leadership theory may be 
more appropriately applied to systems of management rather than those of leadership 
(Gill, 2006).
Clinical Leadership defined
This essay is concemed with clinical leadership, and not with mental health 
management. Following a period in the 1980s when management dominated health 
care discourses (Edmonstone, 2009a; Edmonstone & Western, 2002) the word 
‘leadership’ has largely overtaken ‘management’ in NHS policy initiatives (Peck, 
2005). Since the late 1990s there has been an increasing focus upon clinical and 
organisational leadership, with the establishment of the NHS Modernisation Agency, 
NHS Leadership Centre, and the NHS Leadership Qualities Framework (Department 
of Health, 2001). It is necessary to consider whether the theoretical models of
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leadership/management discussed above inform our understanding of clinical 
leadership positions in mental health teams.
Clinical leadership is a contested concept (Edmonstone, 2009a). Although clinical 
leadership and management are often conflated in the literature, a number of 
definitions of the distinct role of clinical leader have recently been proposed. These 
range from views of clinical leadership as simply management by those with a 
clinical background (Edmonstone, 2009b) to those that propose that clinical 
leadership is the province of any clinician who demonstrates the leadership skills and 
qualities discussed above (Moiden, 2002; Stanley, 2006a, 2006b). In the UK, and 
elsewhere, mental health services are currently predominantly provided by MDTs; 
consequently much of the literature has focused upon understanding the dynamics of 
MDTs and the crucial roles that professionals adopting informal clinical leadership 
positions can play within teams. Callaly and Minas (2005) assume a position that 
may be understood within a contingency model; they argue that effective clinical 
leaders are able to comprehend relational dynamics and use their understanding to 
constructively manage working relationships with team members, other service 
providers, and service users and carers. They also imply a transformational model of 
leadership, as they suggest that clinical leaders must demonstrate abilities to motivate 
themselves and others to ensure that change and innovation are embraced so that the 
needs of service users and carers are better met (Callaly & Minas, 2005, p. 30).
Callaly and Minas write from the perspective of psychiatrists in Australia. A number 
of other papers have explored the role of psychiatrists in public-sector mental health 
services in Australia and New Zealand e.g., (Boyce & Tobin, 1998; Herrman, et al., 
2002). Boyce and Tobin (1998) suggest that psychiatrists are trained in skills of 
clinical leadership, including team supervision, leading MDT assessment and 
coordination of complex cases, and management of complex team dynamics.
The view that the psychiatrist is the natural leader of the mental health team is widely 
held (Herrman, et al., 2002; Imison & Giordano, 2009; Sims & Sims, 1993). In the 
UK, where traditional team dynamics of responsibility, leadership and power have 
been reconsidered under the NWW agenda (National Institute for Mental Health in 
England, 2005), the assumption that medics alone will function as clinical leaders
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has been challenged. Even those who suggest that the training of psychiatrists 
qualifies them for leadership roles acknowledge that unresolved ambiguity, conflict 
and competition over roles, especially those of clinical leadership, and inter­
professional differences is likely to impede effective leadership, team work, and 
collaborative working (Herrman, et al., 2002). Herrman and colleagues acknowledge 
that designated formal leadership of a MDT firequently co-exists with informal 
clinical leadership from one or more members of the team (Herrman, et al., 2002, p. 
77).
Millward and Bryan (2005) assert that, in principal, any member of a team can 
become a clinical leader. Managerial leadership roles, formally assigned to staff who 
may be distant from the ‘chalk face’ of clinical practice, usually emphasise positional 
power and take a macro perspective (Edmonstone, 2009a). In contrast, Millward and 
Bryan argue, positions of clinical leadership involve the use of personal power within 
teams to effect positive change and ‘make a difference’ at the micro level. Clinical 
leadership positions are not determined by job title; rather they are adopted by any 
frontline practitioner who demonstrates the necessary knowledge and skills.
My own experience of working in a CP role within MDTs has shown me that 
transformational leadership positions are often occupied by those in positions not 
formally imbued with power or managerial influence. Prior to training I worked in a 
MDT, supporting inpatient staff, service users, and carers in achieving a more 
psychologically minded approach to care. I observed that those who assumed clinical 
leadership roles, inspiring other team members to become maximally effective in 
ensuring provision of inpatient care that service users and carers considered effective 
and valuable were usually not the higher banded professionals in formal positions of 
leadership.
Millward and Bryan’s (2005) paper is one of the most widely cited reviews of the 
concept of clinical leadership in the NHS. Their position is that NHS clinical leaders 
need to demonstrate transactional and transformational leadership skills (Bass &
Bass, 2008). Whilst not necessarily in formal positions as budget holders, effective 
clinical leaders require a good transactional understanding of managerial principals, 
including the financial and other resource limitations of the teams that they seek to
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motivate, inspire and lead. What distinguishes clinical leaders, however, is the ability 
to “motivate, inspire, stimulate and facilitate” others to make a real clinical 
difference by stretching the boundaries of innovative and creative practice (Millward 
& Bryan, 2005, p. xv).
Clinical Leadership Positions
In reviewing the literature on CP’s clinical leadership positions before beginning this 
essay, it became apparent that there is a much wider literature reflecting upon clinical 
leadership positions within the medical (Boyce & Tobin, 1998; Callaly & Minas, 
2005; Herrman, et al., 2002; Imison & Giordano, 2009) and nursing (Clegg, 2000; 
Cook & Leathard, 2004; Johns, 2003; Moiden, 2002; Stanley, 2006a, 2006b) 
professions. I interpret this as indicative that other professions are already pre­
prepared to assume the roles of clinical leader within mental health teams. Whilst 
acknowledging that my review could have missed important publications, it seems to 
me that the lack of published papers indicates that CPs may be considered ‘late 
adopters’ in assimilating the role of clinical leadership within their profession.
At the start of this essay I noted the recommendation that trainees be prepared for 
leadership (BPS, 2007). Thus far, in my own clinical training there has been 
considerable discussion of leadership but only modest (largely self-directed) 
opportunities for experiential learning about leadership roles. Although this is merely 
my own subjective perspective, a recent study exploring trainee CP’s preparedness 
for leadership roles suggests my experience is not uncommon (Bullock, et al., 2010) 
Although the Division of Clinical Psychology (DCP) has begun to offer professional 
development programmes providing clinical leadership training, thus far these have 
largely been aimed at qualified CPs. In 2008, for example, the DCP offered two one- 
day workshops on leadership and in 2006/7 a clinical leadership training programme 
for aspiring consultant CPs was piloted^ (Kiemle & Golding, 2008). This training 
programme included theory, practice, theory-practice links, peer support and 
mentoring for leadership, which have all been argued above to be critical skills for 
clinical leaders.
Funding for this programme ended on 3 1®‘ March 2008.
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Despite the apparent inadequacy of preparation to lead, I have suggested that CPs 
should be expected to assume leadership roles, given that they are trained (and paid) 
at an advanced practitioner level. Winum (2003) proposes that APs have competence 
to lead, as they make five distinctive contributions in leading organisations. In 
addition to practising ethically, these include: theoretical understanding of leadership 
and change processes, ability to formulate organisational issues, and capacity to 
evaluate leadership effectiveness (Winum, 2003). With specific reference to CPs, 
Farhall suggests that psychologists are uniquely qualified for leadership within 
MDTs, since their doctoral training confers high level skills in evidence-based 
practice that other mental health professionals lack. Furthermore, he argues, CPs are 
well trained to recognise and overcome barriers to effective team working, and to 
understand and promote processes of service user and carer collaboration, 
interdisciplinary teamwork, and organisational change and development (Farhall, 
2001).
In 2009, the HPC challenged the view that CPs require doctoral level training; 
suggesting that that the minimal requirements for registration of practitioner 
psychologists be set at the masters level. The BPS advocated strongly against this 
proposal and, in June 2009, the HPC agreed that the threshold level for CP"* 
registration should remain at a doctoral level. It is clear that CPs were highly 
effective in representing themselves; ensuring that their best interests, in terms of 
status, pay, and highly responsible professional roles stayed well protected. Adopting 
positions of clinical leadership is apparently valuable to CPs, but what is the 
usefulness to others?
In order to justify the continuance of doctoral level training, and commensurate pay, 
CPs must utilise fully their knowledge and skills and demonstrate their usefulness 
and cost effectiveness in fulfilling unique and valued roles within mental health 
teams. Although publications on other professions are more extensive, this literature 
has often focused upon development of clinical leadership at a formally designated 
level. CPs begin to develop reflective practitioner skills at the very start of their
 ^The minimal threshold for counselling and educational psychologists was also set at the doctoral 
level. For forensic, health, occupational and sports and exercise psychologists minimal threshold is set 
at a masters level.
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professional training, enabling them to understand and take responsibility for their 
own and others’ roles in effective teams. On placement, trainees are expected to 
develop skills in teaching and offering motivation and support to other team 
members in maintaining the focus upon working in partnership to provide service 
user centred care. They are also encouraged to support service users, carers and other 
professionals in taking a critical perspective to understanding and challenging power 
dynamics, organisational and team issues. In terms of contribution as leaders within 
clinical teams, CPs are given early opportunities for reflection upon their own 
leadership competencies and how to develop them across their careers. In an 
increasingly market driven NHS, it is imperative that CPs seize this opportunity to 
provide effective clinical leadership that is valued by other members of mental health 
teams.
Conclusion
Hartley has suggested that “leadership in the NHS is a privilege and one which we 
need to embrace with courage and character” (Hartley, 2006, p. 8) As we have seen, 
regulating bodies expect CPs to be adequately trained to assume positions of clinical 
leadership within mental health teams. In order that they are able to embrace such 
roles, CPs are expected to understand theories of leadership and to make links 
between theoretical models and their own and others’ clinical leadership practice. I 
have noted that other professionals are also trained in preparation for leadership; 
often at later stages of their careers. With the recent introduction of less highly 
qualified (and paid) therapist roles under the NWW and LAPT agendas, it is likely 
that CPs will be required to spend an even greater proportion of their time in clinical 
leadership roles in the future. In order to be able to ‘make a difference’, CPs need to 
balance their professional roles as clinical practitioners whilst employing their high 
level skills in research, supervision, consultation, training and motivating others 
towards positive change in a rapidly changing NHS system.. In my own experience it 
is precisely these skills that other team members value and seek out in their clinical 
psychology colleagues.
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Reflective writing
I have spent many years honing my academic writing skills and learning how to 
write as a scientist-practitioner. I have also developed skills in reflection and 
reflective writing through my previous clinical practice and various research projects. 
However, this reflective account is my first piece of work that is primarily focused 
upon my reflections rather than on a description of events and processes that is 
subsequently reflected upon. I really struggled to know how to begin. I spent a 
several hours managing only to increase my anxiety and frustration levels as I 
attempted to understand the requirements and get something onto paper, before 
finally arranging a meeting with an academic tutor for advice. Following this 
meeting, I decided to spend more time thinking about myself and how I am situated 
within my systems through the use of an ecomap (see Appendix 1). I intend to use 
my ecomap as graphic shorthand, which illustrates the parts of my system that I give 
importance to. I hope that it will allow the reader to understand how I construct 
myself and also help me to ensure that my writing remains reflective about my 
learning. I will start with a brief introduction to the task and then move the focus to 
my reflections.
The Task
Problem based learning (PBL) is a method of teaching that has been widely used to 
develop learning within medical education (Wood, 2003). The method has been 
demonstrated to have many advantages. Student motivation to learn, through self­
directed acquisition of problem solving skills, is augmented and increased retention 
and use of the knowledge is observed following PBL group learning (Norman & 
Schmidt, 1992). I had not been exposed to the concept of PBL prior to the evening 
of day one of training, which was when my Personal and Professional Development 
(PPD) Group met to begin the task of researching and developing a presentation on 
‘The relationship to change’.
My response to the PBL
At the end of a long, exhausting and anxiety-provoking day, I found it difficult to 
stay focused and engage in a new (to me) method of group learning. I desperately 
wanted to get home to my partner and children; to relax and reflect upon my 
experiences of the first day of training. Like other members of my PPD group, I
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found the ‘problem’ -  ‘The relationship to change’ hard to understand, which left me 
feeling very lost and uncontained. Although our facilitator, who I experienced as 
warm and supportive, assured us that hers was not an evaluative role, I still felt that I 
was being weighed up in the first session both by my peers and by the facilitator. I 
also felt that I was comparing myself to the rest of the group and evaluating myself 
in relation to them in terms of previous experience, confidence and apparent 
knowledge about the issues we discussed. My reflective journal entry from the first 
day is full of my thoughts about the other members of my group, with very little 
focus upon the task itself. In reflecting upon this afterwards in supervision, I realise 
that I may have been experiencing some form of imposter syndrome. Like many 
other trainees, I felt that the course team may have made a mistake in offering me a 
place and I had fears that I may be found out as someone who did not deserve to be 
in the group of Surrey trainees.
Group membership and clinical practice
In my clinical work, I have been jointly assessing potential members of a group for 
people with eating disorders. Several of these women have expressed doubts about 
their eligibility for the group that closely parallel my own fears about joining the 
cohort. Whereas I had worries about being ‘good enough’ to merit a training place, 
clients in assessment have expressed their fears to me that they may not be 
‘distressed/ill/bad enough’ to merit inclusion in the group. Joining a new group has 
reminded me of how challenging it is to acknowledge thoughts such “how will the 
other group members accept me?” and “how will I cope with difficult feelings in the 
group?”. Part of my task as a therapeutic group facilitator will be to enable members 
to bring these thoughts and anxieties to the group. My own reflections on the 
challenges that I faced in joining the PPD group have given me direct experience of 
the processes by which people begin group membership and I hope to be able to 
utilise this lived experience when the group begins.
My experience of the PPD group
I experienced the first PBL session as an uncomfortable space in which a lot of 
implicit competition underlay the superficial atmosphere of collaboration. I felt that 
people in the group, myself included, strove very hard to assert their individual
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position as valued, experienced and competent members. Although we were very 
clearly focused upon the need to work well together as a group, I believe that we 
functioned very much as a collection of individuals struggling to develop our roles 
within the group in the early sessions.
I found it challenging to be an ordinary PPD group member, whose undifferentiated 
role needed to be negotiated through the processes of the group. Much of my recent 
experience of groups has been from the perspective of a facilitator who holds a 
greater share of the power. Prior to training, I held a position as chair of a local 
charity and also taught psychology in a university psychology department. 
Consequently, I am quite used to having a degree of control and responsibility for 
ensuring that the overt task of the ‘work group’ (Bion, 1961) is being carried out. 
Looking back to the start of the group, I realise that this may have been the reason 
that I quickly volunteered for the role of chair. Although I hesitated to step forward 
because I did not want others to perceive me as a dominating presence in the group, I 
believe that my anxieties about my role led me to volunteer so that I could occupy a 
clearly defined position. Reflecting upon this, I think that it could be helpful for me 
to learn to tolerate my anxieties and allow myself to have a more fluid engagement in 
the PPD group, and other relationships in the future.
Throughout the PEL task I experienced anxiety and a real sense of insecurity about 
being dependent upon relatively unknown others for the successful functioning of 
our group and the completion of our presentation, which was to be evaluated. Since 
the PEL presentation, client trepidation about entering into a relationship with an 
unknown other has been a recurring theme of my conversations with my supervisors, 
particularly in the context of my work with young people experiencing a first episode 
of psychosis. I feel that, having recently experienced firsthand the fundamental 
necessity of developing trusting relationships, I have increased my insight into how 
daunting clients may find the unfamiliarity of the therapist, the environment and the 
processes of therapy. I have been able to apply this understanding to my work, 
especially with clients who find it difficult to engage with services.
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The ongoing group process
Eoth within sessions and outside the PPD group, the members of our group 
congratulated themselves many times on achieving a harmonious milieu. However, 
my own view was that although we did not experience the overt conflicts that some 
of other groups did; there were significant underlying disagreements that indicated 
that we had not reached the ‘storming’ phase of group development (Tuckman, 1965) 
by the end of the task. Whilst one of the course team recently commented that the 
cohort demonstrated an ability to be emotionally open in academic teaching, I 
perceive that we are still very much in the early stages of learning to trust one 
another and take personal risks both in the PPD and the larger group. When I 
expressed these views, within my group, they were highly unpopular, as several 
people understood my comments to be a means of inducing conflict between us. It is 
possible that I have already begun to position myself as a critic or ‘the whinger’ 
(Elwyn et al, 2001) within the group as my views have been, at times, in opposition 
to the majority view.
Before beginning training, I looked forward to a challenging and stimulating learning 
environment in which I could develop a critical stance to current issues within the 
NHS and the profession of clinical psychology. In reality, I have felt occasional 
disappointment that the cohort and my group have not pursued a more critical stance 
to the learning experiences we have encountered and I look forward to increasingly 
rigorous debates and the opportunity to have my own views challenged by my peers, 
lecturers and supervisors. I feel that there is a very strong focus upon the assessed 
and evaluated tasks of training and I wonder how free this leaves me to fully engage 
in the less tangible processes of becoming a confident and capable practitioner.
The presentation
Although I was not initially very task focused, I feel that I moved towards the 
position of the group and began to prioritise the outcome of the PEL (the 
presentation) over the group process. After critically examining a number of 
potentially interesting ideas, we eventually agreed to focus upon the service user 
perspective. Our presentation, based upon the Transtheoretical model of change 
(Prochaska & DiClemente, 1983), took a longitudinal perspective to the social.
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cultural and political factors that have influenced the development of current mental 
health service policy and practice. The model, which suggests that people move 
through cyclical stages of pre-contemplation, contemplation, preparation, action and 
maintenance in the process of attempting change was unfamiliar to me at the start of 
the PEL.
In the months that have followed, I have been able to apply the Transtheoretical 
theory to my practice in clinical contexts. I have increased my awareness of the 
possibility that clients may rapidly cycle between stages of change. Currently, I am 
seeing a young female client who presented as highly motivated to address her 
bulimic behaviours during assessment. My initial understanding of her position in 
relation to change was that she was at a stage of preparation, or possibly action, at 
referral. However, since her pattern of attendance has consistently been to miss 
alternate sessions we have explored together the possibility that her eating 
behaviours may serve many useful functions, which decreases her motivation to 
change and situates her at the point of pre-contemplation. My observation that many 
clients may occupy transient and variable positions in relation to change is supported 
by the fact that the Trust I am placed within is in the process of developing a model 
of pre-contemplation groups for people with eating distress.
My identity and my reiationship to change
Examining my ecomap, I feel that I am currently in the process of re-constructing my 
own identity as a clinical trainee. Through supervision and in discussions with my 
mentor, I have begun to explore my thoughts about how eager I am to engage in 
personal and professional development and growth through the process of training.
I am excited about my current position in relation to change and am enthusiastically 
looking forward to the next two and half years as an opportunity for me to develop 
my own ideas and experience in a learning environment that supports exploration. At 
the same time, I am mindful that I do not desire personal changes that could position 
me further away from my family, which is of paramount importance to me. I am 
intensely aware of the tensions between my roles as a partner and a mother and the 
demands of clinical training. Through the process of training, I hope I can develop
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skills in integrating the complex multiple roles of a qualified clinical psychologist 
within my personal and family priorities.
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT 2
How do we know if lAPT is working?
February 2009 
Year 2
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Introduction
This account contains my reflections on a problem based learning exercise (PEL) 
that I participated in. It is based upon reflections I recorded at the time, along with 
subsequent reflections upon reflections and thoughts drawn from clinical experiences 
on placement and from discussions with colleagues, supervisors and my mentor. In 
contrast to the first reflective account I wrote, I notice that I spent a greater 
proportion of my time considering what I hope to get out of this piece of writing and 
evaluation of my learning through participation in PEL exercises, before sitting 
down to complete the assignment. I believe this reflects increased confidence in 
writing reflectively and a change in my perspective on the purpose of academic 
coursework. Whereas in the first year of training, I think I may have been overly 
focused upon the completion of individual research, academic and clinical 
assignments; my current position is that integration across different streams of 
learning on the course is the principal task of training.
The Task
The PEL was introduced at the beginning of our second year of training. I was 
assigned to a group comprised of four third^ year and four second year trainees. I 
had already worked closely on a number of tasks, including a PEL and a debating 
team, with one of the second year trainees, as we are in the same Personal and 
Professional Learning Development Group (PPLDG). I had not worked 
collaboratively in smaller groups with any other members of my PEL group. The 
other two second years had worked together in another PPLDG; the three third years 
had been grouped together in a PEL previously with a group of three trainees from 
the cohort above. We learnt that, unlike previous PEL exercises, this assignment 
would not be facilitated. Each group's task was to prepare a consultancy report on 
evaluating the effectiveness of the Improving Access to Psychological Therapies 
(lAPT) programme. We were presented with a one-page summary on lAPT and 
given a link to the NHS lAPT webpages. Although suggestions were given about the 
issues the group may want to consider; we were encouraged to adopt our own 
response to the question and to be as creative and entertaining as we wished in our 
presentation.
 ^One o f the third years assigned to our group was not in the current third year; she did not join our 
PBL group.
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The process 
Timing
Since the lAPT programme was introduced in order to improve access to 
psychological therapies services for adults of working age, the choice of focus and 
the timing of the PBL was interesting, as no-one was currently working in adult 
mental health services. The second years had finished their year-long placement in 
working age services and were on the point of starting placements in child, older 
adult or learning disability (LD) services. The third years had completed both child 
and LD placements and were about to commence either an older adult or advanced 
competency placement. As a consequence, I felt that we approached the task with 
different foci in terms of the client group or groups that we had recently or were 
about to start working with, which brought a richness to my experience of the PBL. 
Having just completed a placement, I reflected on my experience and brought 
examples of individuals that I had recently worked with.
As a group, we commented that we were strongly focused upon our recent clinical 
experiences, and were influenced in our individual approaches to the task by the 
client focus we had most recently adopted. For example, my perspective was heavily 
influenced by my experience with adolescents and young adults experiencing a first 
episode of psychosis. Given my perception that this client group often find it 
extremely difficult to engage with mental health services, I was concerned with the 
question of whether lAPT services are equally accessible to all client groups was 
fully considered in our presentation. The third years were also beginning to 
contemplate which client groups they might prefer to work with post qualification. 
This reminded me of my enthusiasm, prior to training, for working with older adults, 
which facilitated me in adopting my position within our group for prioritising the 
perspective of older people as stakeholders in evaluating the lAPT programme.
Group and personal response to the task focus
We were fortunate that our group included a trainee who had worked in an lAFT
service prior to training. This person was experienced by the group as especially 
valuable, as she brought her knowledge about the strengths and weaknesses of the 
approach to measuring outcome that had been employed by the lAPT programme. As 
a group, we were diverse in our level of experience and knowledge of lAPT but we
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shared the view that evidence-based practice is at the heart of our professional lives. 
One of my reflections during the early stage of the task was that having a PBL that 
focused upon evaluation of outcome and cost effectiveness was timely, since we 
were about to embark on placements in unfamiliar (to us) services, in which we 
would be required to consider how best to evaluate clinical outcome in a new client 
group.
Moving into a new service, in which an outcome measure had recently been adopted 
for universal use^ throughout Child and Adolescent Mental Health Service 
(CAMHS) teams within the Trust, I was engaged in discussions with my new 
supervisors about the outcomes that are valued by children, adolescents and their 
families. As I now approach the end of my child placement, I am increasingly 
mindful that, while standardised quantitative measures of outcome such as those 
adopted under the lAPT programme^ may offer data that is readily analysed by 
service providers, different outcomes may be prioritised by the stakeholders who use 
mental health services and those who care for them.
Developmental stages and transitions
At the time of the PBL exercise, my reflective journal is full of comments about the 
transition to being in the middle stage of clinical training. Assuming the role of 
buddy to a trainee in the cohort below me particularly emphasised to me that I was 
no longer in a position of the newest and least experienced recruit to the profession.
I had a sense of having already achieved some of the developmental tasks of 
becoming a qualified clinical psychologist during my first year of training. Erikson's 
theory of identity development suggests that people move through eight universal 
stages of maturation (Erikson, 1977). Originally proposed to clarify the influence of 
parents and society upon a person's psychosocial development through birth to death, 
Erikson's theory has also been employed to explain developmental processes in 
adults (eg. Marcia, 2002; Whitboume, et a l, 2009).
 ^The Strengths and Difficulties Questionnaire (SDQ, Goodman, 1997)
 ^lAPT universal outcome measures include the Patient Health Questionnaire (PHQ-9, Kroenke, et al., 
2001), the Generalised Anxiety Disorder Questionnaire (GAD-7, Spitzer, et al., 2006) and the Work 
and Social Adjustment Scale (WSAS, Mundt, et al., 2002).
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During the task, I found Erikson’s theory useful in making sense of my experience as 
a trainee. The Surrey PsychD course has a strong emphasis on trainees assuming 
adult responsibilities for their own learning. Despite this, 1 had found it extremely 
frustrating to give up a well-paid research post in the NHS with a high degree of 
autonomy to place myself in a training position where my capacity for self- 
determination and self-reliance were minimal and the opportunity for having a voice 
and independence of thought were (perceived by me to be) very limited. Erikson’s 
model suggests that development of the adaptive strength of trust precedes that of 
autonomy, which in turn is followed by initiative, industry, identity, intimacy, 
generativity and integrity. Reflecting upon the difference between this PBL and the 
preceding ones, 1 notice that 1 appreciated our increased freedom to take initiative 
and define our group objectives without the support of a facilitator, which are 
characteristics of Erikson’s developmental stages of initiative and industry. In 
looking forward to the remaining months of my training, 1 am now eagerly 
anticipating future opportunities to assume more adult roles as a clinical psychologist 
with the competence to develop personal and professional standards (identity), 
engage in reciprocal professional relationships with others (intimacy), and to make a 
positive difference (generativity).
Working with other colleagues
Although 1 had experienced ample opportunity for discussion with trainees in other 
cohorts, both informally and during the course ‘awayday’; this PBL represented my 
first chance to engage with those at a more advanced stage of training more 
extensively. It was interesting to note that the three third years had already 
collaborated on a PBL with trainees from the preceding year. Consequently, they 
had a pre-existing template for working across cohorts. This created an interesting 
difference within the group and placed the third years in positions of expertise. At 
the beginning of the PBL, the second years were preoccupied with submitting a 
major research project (MRP) proposal and preparing to undertake our next clinical 
placements. Since the third years had gained experience in both these areas, they 
assumed roles as ‘mentor trainees’; offering advice and suggestions about navigating 
our current tasks of training.
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I valued this contact with more experienced colleagues; utilising the opportunity to 
gather information to enable me to manage the demands of training at a time when 
adverse personal circumstances impinged heavily on my ability to devote attention to 
the course. The course team had allocated six timeslots available for groups to meet 
and prepare their presentations. The third years reflected that, in working the cohort 
above them, they had concurred with their more experienced colleagues that PBL 
tasks may be completed efficiently in a minimal number of meetings. Given that we 
all wanted to contribute usefully to the group in producing a presentation that 
fulfilled the course requirements, we agreed at the initial meeting to adopt the model 
of working that had been successful in the previous year’s PBL exercise and met just 
four times.
1 had previously suffered from imposter syndrome (Glance & Imes, 1978) during the 
first PBL, feeling dubious about my eligibility to train as a clinical psychologist and 
worrying whether 1 was seen to be doing a good job. Having previous experience of 
the PBL method of learning and benefitting from substantial feedback from 
evaluation of my clinical, academic and research work, 1 did not experience the same 
anxiety that my peers and tutors must experience me as a valuable member of the 
group who ‘pulled my weight’. 1 was therefore able to miss one of our planned 
meetings, without shame or guilt that 1 was not doing enough, and still felt that 1 
contributed usefully in the group. 1 was also able employ other means of maintaining 
communication with my group and to assume less visible responsibilities for 
completion of our task, including production of a Powerpoint presentation.
The presentation
In contrast to previous PBLs 1 participated in, one of our self assigned primary 
objectives was to create a presentation that was creative, humorous and entertaining 
to the members of the group as well as to the audience. Having decided to take a 
light-hearted approach to the potentially rather dry and academic issue of evaluation 
of lAPT outcomes, we considered a pastiche of a number of television and radio 
shows, eventually choosing a ‘Challenge Anneka*’ format. As a group, we were
* A BAFTA nominated BBC television show, which ran from the late 80s to the mid 90s, in which a 
jump-suited Anneka Rice completed a series o f apparently impossible charitable tasks, with the help 
o f many volunteers.
61
Academic Dossier PBL Account 2
determined to increase our skills in collaborative working, gain knowledge and 
transferable skills and also to have some fun. In reviewing our feedback from the 
course team, I was pleased to note that, not only did we have an enjoyable time in 
learning from one another; our audience also viewed our work as creative, engaging 
and entertaining.
In conclusion, this account has enabled me to reflect upon some of the challenges I 
have faced thus far as a clinical psychologist in training. I feel privileged to be 
offered such an extensive range of learning opportunities during training. Recently, I 
have utilised conversations with my supervisors and my mentor to explore my belief 
that integration of acquired knowledge and skills is a task that needs to be 
accomplished during the course. This opportunity to reflect and assimilate learning 
from my clinical, research and academic experiences has allowed me to reframe 
some of my earlier frustrations as potential opportunities for personal and 
professional development and to appreciate the extent to which I am achieving this 
integration and progressing towards qualification.
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PERSONAL AND PROFESSIONAL DEVELOPMENT GROUP (PPDG) 
GROUP PROCESS ACCOUNT 1 - SUMMARY
November 2009 
Year 1
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Personal and professional learning
The impact of being a member of the personal and professional development 
group (PPDG) and my changing views about the value of the group were 
explored with the help of personal genograms constructed at the beginning and 
the end of the first year of training. I noticed how, despite my stated intention to 
maintain a focus on my personal and family needs, my clinical psychology 
training had come to dominate in defining my self-identity. Reflecting upon my 
changing role within the group allowed me to consider how I had developed both 
personally and professionally though my academic, research and clinical 
experiences on placement.
Group processes
The all female group’s ability to sustain and support itself through shared self-caring 
strategies was explored in the context of theories of the impact of gender on 
interpersonal and therapeutic processes (Schubert Walker, 1981). The development 
of the group was considered in the light of Worchel et aPs (1992) theory of group 
processes. In particular, the impact of the loss of one group member and the internal 
struggles within the group to establish and hold on to leadership positions were 
highlighted.
Schubert Walker, L.J. (1981). Are women’s groups different? Psychotherapy:
Theory, Research and Practice, 18, 240-245.
Worchel, S., Coutant-Sassic, D & Grossman, M. (1992). A developmental approach 
to group dynamics: A model and illustrative research. In S. Worchel, W. Wood & J. 
Simpson (Eds.), Group process and productivity (pp181 -202).Newbury Park: Sage.
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PERSONAL AND PROFESSIONAL DEVELOPMENT GROUP (PPDG) 
GROUP PROCESS ACCOUNT 2 - SUMMARY
July 2010 
Year 2
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Personal and professional learning
In this second process account, I reflected upon the value of having a space for 
reflective writing in which my personal experiences of belonging to a long-term 
group were utilised to make sense of the multiple personal and professional 
learning experiences during clinical psychology training. Theory-practice links 
were drawn between the trainee clinical psychologist’s task of speaking up 
against dominant discourses and the personal challenges faced by clients who 
may require our support to express views conflicting with their family and other 
systems’ values and beliefs.
Group processes
The development of my personal and professional development group (PPDG), 
which I believed was moving from being a pseudo-team of collected individuals 
towards becoming an effective working team (Katzenbach & Smith, 1993), was 
explored. The group’s developing confidence in taking risks through expression 
of conflict and disagreement was considered as a necessary part of my own and 
the group’s development. The impact of the course team introducing a structured 
task, in the form of reading seminars, to the second year PPDGs was considered. 
The negative responses of the group to a change of facilitator and the 
introduction of a group task were examined, as was the group’s eventual move 
towards a more constructive approach to viewing these changes as valuable 
learning experiences.
Katzenbach, J. R., & Smith, D. K. (1993). The wisdom o f teams: Creating the high- 
performance organisation. London: McGraw-Hill.
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CLINICAL DOSSIER
This section contains an overview of clinical experiences obtained through 
placements. Summaries of 4 written case reports and an oral case report are also 
included.
68
Clinical Dossier Overview of Clinical Experiences
OVERVIEW OF CLINICAL EXPERIENCE OBTAINED THROUGH 
PLACEMENTS 
Adult Mental Health Placement (November 2008-September 2009)
This placement was split between a CMHT, an Early Intervention in Psychosis (EIP)
Service and Specialist Psychological Therapies Service.
Models: CBT, Psychodynamic group therapy, Systemic
Clinical Work: I worked with male and female clients aged from 15 to 80 years old 
experiencing anxiety, depression, psychotic symptoms, eating disorders, post- 
traumatic stress disorder, obsessive-compulsive disorder and difficulties adjusting to 
chronic health conditions. Risk assessment was an ongoing process with all clients. I 
undertook cognitive assessments with two individuals for rehabilitation purposes. I 
gained experience in the use of standardised outcome measures in therapy. I 
contributed to a number of Care Programme Approach meetings and supported 
family members during a Mental Health Act assessment.
Group Work:
I co-facilitated a 6  month psychodynamic group for female clients with enduring 
eating disorders. This included designing a qualitative outcome measure.
Service Evaluation: At the request of the EIP service, I conducted an audit of 
referrals with special reference to early referrals from GPs. In consultation with a 
group of young service users, I developed a measure of service user satisfaction and 
conducted an audit of satisfaction using this tool.
Teaching and Presentations: I developed and presented a workshop on relapse 
prevention in first episode psychosis presented the results of a service user 
satisfaction audit to three EIP teams.
Child and Adolescent Mental Health (October 2009-March 2010)
This placement was based within a multidisciplinary Child and Adolescent Mental 
Health (CAMHS) Team.
Models: CBT, Systemic, Solution Focused Brief Therapy, Behavioural.
Clinical Work: I worked with young people aged between two and 16 years of age, 
with a range of emotional and behavioural difficulties including school refusal, 
depression, anxiety, attention deficit hyperactivity disorder, obsessive-compulsive 
disorder, adjustment to physical health conditions and various phobias. I completed a
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number of behavioural observations and four extended cognitive assessments to 
contribute to the multi-disciplinary assessments of autistic spectrum disorders, 
attention deficit hyperactivity disorder, and developmental delay. I worked directly 
and indirectly with individuals, couples and families.
Group work: I was a member of the reflective team in a Brief Solution Focused 
Therapy (BSFT) family clinic, and took a lead therapist role with one family. 
Teaching and presentations: I presented an individual BSFT case to a group of 
psychologists and presented a cognitive assessment to a school meeting.
People with Learning Disabilities (April 2010-September 2010)
This placement was split between a multidisciplinary Community Learning 
Disabilities Team and a Positive Behaviour Support (PBS) team.
Models: Systemic, Positive behaviour Support, CBT.
Clinical Work: I worked with clients between the ages of 17 and 52 who were 
experiences difficulties such as challenging behaviour, anxiety, depression, memory 
problems, and inter-personal difficulties. I carried out a full functional assessment 
and developed a care plan for a young person with severe challenging behaviour who 
was making the transition from a looked after children service to adult learning 
disabilities services. Therapeutic work drawing on PBS, behavioural, CBT and 
systemic mode took place in a range of settings, including the client’s home, GP 
surgeries, supported living, residential care homes and day centres. I carried out a 
cognitive assessments including a dementia assessment with a client who had 
Down’s syndrome.
Group Work: I worked as a member of a reflective team in a family work clinic. 
Teaching and presentations: I co-presented a module on PBS assessment and 
intervention to a mixed group of staff and family carers with my supervisor. I co­
facilitated active support training for a staff team, intensive interaction training for 
care staff, individualised Makaton training for one client and two workshops on 
‘Coping with Challenging Behaviour’ for family carers with team members.
Older Adults Mental Health (November 2010-September 2011)
This placement was based with an older adults psychology Community Mental 
Health Team.
Models: CBT, Systemic, CAT
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Clinical work: 1 worked with clients aged 64 to 85 years old, experiencing anxiety, 
depression, psychosis, and obsessive-compulsive disorder as well as a variety of 
health difficulties including various dementias, stroke, and physical health problems. 
Assessment and intervention work was carried out in a range of settings, including 
CMHT clinics, inpatient services, care settings, day centres and clients’ homes. My 
therapeutic work involved working with carers, partners and staff in a range of 
settings. 1 completed cognitive assessment of five clients and carried out extended 
neuropsychological assessment with three clients, including contributing to 
assessment of capacity to consent for a man on an acute inpatient ward.
Group work: 1 developed a cognitive stimulation group for people with mild to 
moderate dementia, as a waiting list initiative, supervising an assistant psychologist 
in developing the group.
Teaching and presentations: I co-presented 4 hours of teaching on adapting 
CBT for older adults to Tier 2 workers within an I APT service, with another trainee.
Specialist Older Adults (November 2010-September 2011)
This placement was based within a multidisciplinary Challenging Behaviour Service 
for people with dementia who are supported in care home or day centre settings. 
Models: Newcastle Challenging Behaviour Service model. Systemic, Behavioural, 
CBT.
Clinical Work: I worked with male and female clients, between the ages of 65 and 
91, with diagnoses of a range of dementias. I carried out extended assessments, 
developed formulations and care plans with staff teams, and delivered psychosocial 
interventions for all clients. I worked in nursing, residential and dementia care 
homes, day centres, client homes and an inpatient ward. Therapeutic work was 
mostly with the Newcastle Challenging Behaviour Service model. Interventions 
included environmental adaptations, staff training and psychoeducation, validation, 
simulated presence, and reality orientation therapies. I held joint responsibility for 
(CPA) assessment, care planning and reviews for 6  clients.
Teaching and presentations: I presented formulations of all clients to the multi­
disciplinary team and to the staff teams supporting each client. I delivered a day’s 
training on Challenging Behaviour and developed and delivered training on 
validation therapy and sexuality in dementia to care home staff teams.
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Summary Case Report 1
Cognitive behavioural therapy with a woman in her early forties 
presenting with recurrent depression and distress following multiple 
bereavements and child abuse
This case report describes a partially completed psychotherapeutic intervention for a 
woman in her forties presenting with recurrent depression and distress following 
multiple bereavements. At the time of referral, the client had withdrawn from social 
contact with others outside of work and was expressing feelings of worthlessness, 
distrust of others and suicidal ideation.
The goals of therapy were to alleviate the symptoms of depression and to develop 
coping skills for dealing with grief. The client also wished to build upon previous 
psychotherapeutic work in challenging her dysfunctional thought patterns, increasing 
her capacity for emotional expression and establishing deeper and more satisfying 
social relationships.
Interpersonal Psychotherapy (IPT) and Cognitive Behavioural Therapy (CBT) were 
considered as treatment models. A CBT approach was taken, as this was the client’s 
preferred model. Components of therapy included behavioural activation, cognitive 
restructuring, behavioural experiments and relapse prevention. The client took an 
active role in utilising therapeutic strategies outside of the therapy and found these 
helpful in understanding and dealing with her grief issues.
The change noted on the Clinical Outcome in Routine Evaluation (CORE) 
questionnaire was small and in a positive direction. Client and therapist evaluations 
of cognitive and behavioural change suggest that significant progress towards the 
therapeutic goals was made. Subjective levels of distress were reduced and the client 
reported optimism about the remaining therapy sessions. Areas identified for future 
work were the client’s core beliefs and building resilience. The limitations of the 
CBT approach taken were considered in the light of attachment theory.
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Summary of Case Report 2
Rehabilitation assessment of a woman in her forties with Relapsing 
Remitting Multiple Sclerosis, referred to Neuropsychological Services
This case report describes a rehabilitation assessment of a woman in her forties 
presenting with relapsing-remitting multiple sclerosis and subjective report of 
cognitive impairment.
The goal of the assessment was threefold. Firstly, to test whether the client had a 
cognitive impairment. If the client was found to be impaired in one or more cognitive 
domain, a supplementary question was to determine the level of her impairment. 
Finally, the assessment was intended to have a rehabilitative focus, as the client 
wished to return to (voluntary) employment.
The use of existing brief MS specific neuropsychological batteries were considered. 
Two available batteries met the criteria for comprehensive assessment of the five key 
cognitive domains in MS: processing speed/working memory; learning and memory; 
executive function; visuospatial processing; and language. Since both of these 
batteries include the Paced Auditory Serial Addition (PASAT) task, which is known 
to be aversive to patients, a flexible battery approach was taken.
Based on the tests administered, there was no evidence of memory, executive, 
visuospatial or constructional difficulties. The test results suggest that the client has 
reduced motor and information processing speed and impaired short term memory, 
attention and verbal fluency. Since questionnaire measures indicated a mild level of 
anxiety, the role of anxiety in determining the client’s performance was considered. 
The neuropsychological report made a number of recommendations to the client, her 
daughter, and those working with the client to support the client in daily tasks and in 
her proposed return to work.
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Case Report 3
A multi-professional partnership intervention with a 10 year old boy with 
anxiety and school refusal, drawing on Systemic, Behavioural and Brief 
Solution Focused Therapy principles
Mark, a ten year old boy, was referred by his GP for anxiety, panic and school 
refusal. This case report details my psychotherapeutic intervention with Mark and 
my colleague’s concurrent systemic intervention employing behavioural 
management strategies for his parents and school staff.
Treatment goals were multiple. Mark wished to increase his ‘happiness’ and reduce 
his ’worry’. The school and parental goals were to reintroduce Mark to full time 
education and alleviate his symptoms of anxiety. Mark’s parents also wished to 
increase their understanding of his behaviour and temperament, which they found 
challenging.
Treatment for the family in the Brief Solution Focused Clinic was considered. 
Waitlist constraints dictated that a more immediate integrated response be offered to 
the Mark and his family. I saw Mark for five sessions of Brief Solution Focused 
therapy and met with his parents for three brief meetings. My colleague saw Mark’s 
parents five times. Together we offered liaison and support to Mark’s school.
In the process of therapy a reformulation of Mark’s presenting difficulties as an 
Autistic Spectrum Disorder was considered but all parties considered there was 
insufficient evidence for this diagnosis.
Client, parental and school evaluations of behavioural change suggest that significant 
progress towards treatment goals was made. This was supported by Mark’s ratings 
on his ‘best hopes scale’, which moved fi*om 3 V2 to ‘9 or nearly 10’. Pre-treatment 
scores on the Strengths and Difficulties Questionnaire (SDQ) were not available. 
Post-treatment SDQ scores indicated a high level of emotional and behavioural 
distress remained.
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Summary of Case Report 4 (Oral Case Presentation)
Working within a new model: A Positive Behaviour Support functional 
assessment and intervention plan for a 17 year old girl with severe 
learning difficulties, probable autism spectrum condition, and challenging
behaviour.
Hannah, a 17 year old girl was referred to a specialist learning disabilities 
challenging behaviour team by a clinical nurse specialist in CAMHS. The referrer 
described “unpredictable behavioural outbursts, which have occurred for a number of 
years”. These were characterised by Hannah hitting out at peers and adults in her 
home, school and community environments. The referrer also described how Hannah 
injured herself by biting, pinching and slapping her fingers and arms, pinching her 
legs and eyelids and banging her head. These behaviours resulted in significant 
physical injuries being sustained by Hannah, her foster family and other people. 
Hannah required constant vigilance as she could often hit out at members of the 
public, without warning. Hannah’s behaviours evoked fear and wariness from the 
public, staff and other children at her school and her foster family avoided many 
public places because of this. At the time of referral Hannah’s foster placement was 
described as being “at risk of breakdown”. Help was sought in managing Hannah’s 
transition to adult services.
The clinical work was a functional assessment of Hannah’s difficult behaviours 
conducted over a period five months. This included direct observation of Hannah’s 
behaviours at home, at school, and at a respite service using Scatterplot assessment 
and Antecedent-behaviour-consequence (ABC) analyses. Indirect assessment 
employed semi-structured interviews, including the Functional Assessment 
Interview, conducted with Hannah’s foster carers, school staff, and respite carers. 
Other indirect measures included rating scales completed with multiple informants 
from the settings in which staff and carers reported behaviours they found 
challenging. Hannah’s adaptive and challenging behaviours were assessed using 
standardised measures, including the Motivation Assessment Scale, Adaptive 
Behaviour Scale, Aberrant Behaviour Checklist and the Guernsey Community 
Participation and Leisure Scale. Other sources of information included extensive
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reviews of Hannah’s Social Services and CAMHS files, school and respite service 
recording, and data gathered from Hannah’s home-school communication book. 
Hannah’s difficulties were formulated within a Positive Behaviour Support model. 
The formulation identified setting events, antecedents, and consequences and 
protective factors. Hannah’s behaviour was found to have multiple functions, 
including: gaining social attention, tangible rewards, avoiding demands, and sensory 
stimulation. A Behaviour Support Plan (BSP) and intervention plan of proactive and 
reactive strategies was written with the input of Hannah’s foster carers.
The clinical work presented was an excerpt of a clinical meeting, selected to 
illustrate the development of clinical and consultation skills. The purpose of this 
meeting was to feedback the results of assessment to Hannah’s support network and 
to discuss and, if necessary, amend the BSP and proposed intervention plan. Since 
Trust policy prohibited the use of audio clinical material, a verbal summary of 
discussion of the BSP was given. In reflecting upon the outcome of the work, a 
systemic perspective was taken in which the diversity of Hannah’s supporters was 
considered. The issues of power inherent in a support network where parental 
responsibility was held by the Corporate Parent and by Hannah’s birth parents but 
not by Hannah’s long term foster and respite carers were explored.
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Summary of Case Report 5
A staff-centred, person focused assessment and intervention, using the
Newcastle Challenging Behaviour Service model, with a man in his early 
90s with behavioural and psychological symptoms of dementia.
Arthur, a man in his early nineties with several physical health conditions and a 
diagnosis of advanced vascular dementia, was referred by his GP for behavioural and 
psychological symptoms of dementia. Staff reported that Arthur was verbally and 
physically aggressive daily for periods lasting up to three hours. He had hit out at 
staff and other residents and staff were afraid of him. Arthur was resistive to personal 
care and staff were finding it difficult to keep him safe in the care home.
This case report details my assessment with Arthur, his family and the care home 
staff team who were caring for him. An extended assessment was carried out using a 
formulation led, case specific model (Newcastle Challenging Behaviour Service 
model, James, 2010). Information was gathered through semi-structured interviews 
with Arthur, his family, and the staff. Further information was collected through 
review of medical notes and a functional behaviour assessment, using formal 
assessment measures, analysis of antecedents and consequences of behaviour, and 
direct observational methods.
Following formulation in an information sharing session with staff, a care plan was 
collaboratively written with Arthur’s staff. Staff successfully implemented this care 
plan, which included preventative and reactive strategies for working Avith Arthur.
At review, staff reported that Arthur’s behaviour remained difficult at times. They 
now construed Arthur’s actions as communication of unmet needs and behavioural 
episodes were rated as less severe and frequent. Staff attitudes were identified as a 
continuing barrier to Arthur’s sexual expression; training on ‘Sexuality in Dementia’ 
was provided.
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RESEARCH DOSSIER
This section contains a research log checklist summarising my research experiences 
on training, the abstract for a group qualitative research project, my Service Related 
Research Project (SRRP), and my Major Research Project (MRP).
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Research Log Checklist
1 Formulating and testing hypotheses and research questions
2 Canying out a structured literature search using information technology and 
literature search tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants /
12 Choosing appropriate design for research questions /
13 Writing patient information and consent forms /
14 Devising and administering questionnaires /
15 Negotiating access to study participants in applied NHS settings /
16 Setting up a data file /
17 Conducting statistical data analysis using SPSS /
18 Choosing appropriate statistical analyses /
19 Preparing quantitative data for analysis /
20 Choosing appropriate quantitative data analysis /
21 Summarising results in figures and tables /
22 Conducting semi-structured interviews /
23 Transcribing and analysing interview data using qualitative methods /
24 Choosing appropriate qualitative analyses /
25 Interpreting results from quantitative and qualitative data analysis /
26 Presenting research findings in a variety of contexts /
27 Producing a written report on a research project /
28 Defending own research decisions and analyses /
29 Submitting research reports for publication in peer-reviewed journals or edited 
book (However this is planned following reanalysis with additional MRP data)
30 Applying research findings to clinical practice
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ABSTRACT OF QUALITATIVE RESEARCH PROJECT
Do trainees' perceptions of their first supervisory relationship 
impact on subsequent supervisory relationships and, if so, in what
ways?
June 2009 
Year 1
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Rationale: Supervision is considered a central part of Clinical Psychology 
Doctorate training, yet there is a paucity of research exploring supervision structures 
and processes. This is especially so for research utilising qualitative methods, which 
arguably better capture experiences, perceptions and relative understandings. The 
aim of this research was to explore what trainees learn through supervision and 
whether their learning is extrapolated to future supervisory relationships.
Methodology: Five trainee clinical psychologists collaborated on this study. Five 
interviews were carried out, using a semi-structured interview schedule. All 
participants were second-year trainee clinical psychologists who were paired as a 
“buddy” with a member of the research group. Researchers did not interview their 
own buddy.
Analysis: A thematic analysis was used to analyse the data. The researchers 
individually analysed one transcript and generated codes. Codes were collated within 
the research group and potential themes were developed, reviewed and refined until a 
coherent thematic map was produced.
Results: Four core themes were identified as important in contributing to the quality 
of the first and second supervisory relationships; subthemes are given in brackets: 
trainee needs (practical and emotional); supervisor qualities (positive mentorship, 
challenges, communication); things gained from the first year supervisory 
relationship (knowledge and skills, reflective practice, understanding diversity, 
personal growth); and transition to the next supervisor (expectations, comparisons, 
adaptions).
Discussion: it was noted that trainees with a challenging first-year supervisory 
relationship were able to make better use of subsequent supervisory relationships.
The authors reflected on how their own experiences and expectations were reflected 
in the findings. Limitations and assumptions inherent in this project were discussed.
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Service Related Research Project
An early intervention in psychosis service: Service users' views^
September 2009 
Year 1
’ The original project title was ‘An early intervention in psychosis service: service user and carer 
views’. Following feedback on the SRRP proposal form that the proposal was too ambitious for an 
SRRP, the project was amended to focus solely upon service users’ views.
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Abstract
Objectives
This study aimed to create a tailored service evaluation questionnaire which could 
investigate the satisfaction of service users within an Early Intervention in Psychosis 
(EIS) service, and use the questionnaire to gather views of service users who were on 
the EIS caseload in 2009.
Method
A new questionnaire was developed for the early intervention population from the 
VSSS-32 EU, an existing well validated measure of service user satisfaction. A 
focus group of three service users contributed to the design of the questionnaire; 
additional input was given from another service user and a Service User Advisor.
The questionnaire was posted out to 122 service users who were on the EIS caseload 
in July 2009. A repeat copy of the questionnaire was offered by EIS staff, if service 
users indicated that a replacement was necessary.
Results
Responses were received from 24 service users, representing a return rate of 19.7%. 
Most respondents rated the EIS positively, with the majority of participants valuing 
their experience and feeling they were satisfied with the service. Overall satisfaction 
levels were high, with the exception of participants’ experience of family 
interventions. These results need to be considered with caution given the low 
response rate and small sample size.
Conclusion
There are a number of limitations of this study, including the potential ceiling effect, 
positive skew of responses, and challenges with postal surveys as a methodology.
The study provided a baseline satisfaction level, which may be used for future audits 
and development of the early intervention service.
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Introduction
The Mental Health Policy Implementation Guide (MHPIG) (Department of Health (DoH), 
2001) set out the aim to create fifty new Early Intervention in Psychosis Services (EISs) by 
2004. Although national audit of these newly established services has been carried out (e.g., 
Pinfold et al, 2007), data collection is still at a relatively early stage. Audit and evaluation, 
which assesses the needs o f service users, carers and relatives and the impact o f the 
service is needed in order that effective, evidence-based local EIS can be delivered. 
Edwards & McGorry (2002) argued that evaluation of EISs should first focus upon how well 
services are being delivered and next on whether these services are achieving their specified 
outcomes. Subsequently, collaborative groups such as the First Episode Research Network 
(FERN) have been set up to collect data and undertake research that ensures that 
standardised evaluation methods are adopted throughout the UK.
To date, there here has been very little published literature reporting the views of service 
users of EISs. Mattsson et al (2005) developed a first-episode specific patient satisfaction 
questionnaire (PSQ) in a Swedish population. In a randomised controlled trial that included a 
measure of patient satisfaction, Garety et al (2006) used items from the Verona Service 
Satisfaction Scale (VSSS ). They found that satisfaction scores were higher for those treated 
in EIS than those receiving standard care. More recently, two studies have reported high 
satisfaction with early intervention services in EIS populations in New Zealand (Theuma et 
al, 2007) and the UK (Naik & Bowden, 2008) . A qualitative study (O’Toole, 2004) has 
shown that service users value EIS flexibility, involvement in treatment decisions, high staff 
to service user ratios, provision of daily structure and the ‘human’ approach as desirable 
qualities of EIS.
The local EIS was created in 2006. The locality it serves is a predominantly rural county of 
roughly 800 square miles with a population of approximately 750,000. The service is 
comprised of three geographical teams. According to DoH (2001) guidelines, service users 
remain on the caseload for a period of three years, which means that the first young people 
who were accepted onto the caseload have recently come to the point of discharge. This 
represents the earliest opportunity for evaluation of the views of a wide range service users; 
ranging from those who are at the point of leaving the service to those who have recently 
engaged with the service.
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Research aims
A primary aim of the study was to involve service EIS service users in the development of a 
questionnaire that included quantitative and qualitative measures of service user satisfaction. 
This measure was intended to generate data that could inform future development of the EIS. 
A secondaiy purpose of the study was to provide a baseline measure of service user 
satisfaction to allow comparison with satisfaction following future service developments.
Methodology
Satisfaction questionnaire development
Existing measures of EIS service user satisfaction were reviewed. These included 
the Patient Satisfaction Questionnaire (PSQ) (Mattsson et al, 2005), questionnaires 
developed by Naik & Bowden (2007 and personal communication^®) and Theuma et 
al, (2007), an unpublished questionnaire used in the Esteem Glasgow EIS (White et 
al, 2009 and personal communication") and the VSSS (Ruggeri et al, 1994). Garety 
et al (2006) selected nine items from the VSSS, which is the only well validated 
multi-dimensional scale that has been used in an early intervention population. 
Although policy (Mental Health Foundation, 2003) and good practice guidelines 
(Service User Research Group England, 2005) advocate stakeholder participation in 
research, none of the existing measures of EIS service user satisfaction were 
developed with service users.
The current study recruited a group of four EIS service users^^ to a focus group 
whose task was the adaptation of the VSSS-32 EU^ ,^ a reliable and well validated 
European version of the VSSS (Ruggeri et al, 2000), for an EIS population. The 
VSSS-32 EU has acceptable test-retest reliability, sensitivity and context validity 
(Ruggeri et al, 1994), is available in many languages and has been widely used in 
mental health contexts across Europe (Ruggeri, 2001). The group completed the 
VSSS-32 EU by prior to meeting. Consent to audio record the focus group was given 
by the three people who attended the focus group*"^ . This audio recording was
Available from the author.
" Available from the author.
See Appendix 1 for demographic details.
Permission to adapt the VSSS-32 EU was sought on January 29 ,2009  and granted by Professor 
Ruggeri on February 28, 2009.
The fourth member o f the group was unwell on the day o f the focus group; they gave verbal 
feedback over the telephone.
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subsequently transcribed by the researcher*^. Thematic analysis based on Braun and 
Clark’s (2006) methodology was used to analyse the transcript. This method involves 
recursive movement through five phases of data familiarisation, initial code 
generation, searching for themes, reviewing themes, defining and naming themes and 
culminates in the written report.
Focus group themes^^/recommendations and actions taken in adapting 
the VSSS-32 EU
From the themes identified, the following actions were taken in adapting the 
questionnaire.
Length
The VSSS 32-EU was found to be too long. “I do questionnaires, but this one was 
like, quite long”. Consequently, the number of questions was reduced to twenty one. 
Relevance
Several questions were considered irrelevant; ’’some of them didn’t seem to apply to 
me”. Some services evaluated by the VSSS-32 EU are not offered by EIS; these 
questions were removed.
Within EIS, service users are usually unaware of the professional identity of their 
worker. The VSSS-32 EU refers to professions. The focus group found these 
questions irrelevant “some of them didn’t seem to apply to me. ...like I’ve never met 
a social worker here”, so ’early intervention staff replaced professional titles; 
reducing the number of questions.
The focus group found questions referring to the ‘past year’ confusing “I had 
received the service... like earlier on ...cos.... I’ve been with the service for quite 
some time. It hasn’t happened in the last year but it happened in the early stages of 
early intervention”; a number of questions were rephrased to ‘Since you have been 
seen by the EIS’.
Ease of Completion
The focus group felt that some VSSS-32 EU vocabulary was confusing “I had 
trouble understanding some of the questions”; three questions were rephrased to 
remove unfamiliar words. The service user who was unable to attend the focus group
See Appendices 2 and 3 for a copy of the consent to audio record the focus group and consent to 
course work assignments forms.
A transcript of the focus group is available from the author.
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reported finding the questionnaire unstructured and confusing. Headings were added 
for all multiple part questions, which were spaced out to facilitate completion.
Method of return
The focus group advised that the questionnaire be filled in with an EIS worker “he 
gives it to me and gives me an envelope as well ...then I fill it in...I seal it myself 
and...pass it back to him”. This could have compromised confidentiality (British 
Psychological Society, 2005) and decreased the possibility that negative feedback 
could be given (Soelling & Newell, 1983); this recommendation was not followed.
Procedures for using the Early Intervention Satisfaction Scale^^
A covering letter was included with the questionnaire, which was distributed by
post*^. Care was taken to explain the anonymous nature of the questionnaire and 
contact details were given, so that participants could ask any questions about the 
research or request help with completion of the questionnaire. Participants were 
invited either to return their questionnaires by post or to hand them in a sealed 
envelope to their EIS worker.
Satisfaction survey participants
All EIS service users' , with the exception of those in the initial 6 week assessment 
category, were invited to give their views about the service. 122 questionnaires were 
sent out.
Ethical considerations
The following ethical considerations were felt to be important in this study 
• The focus group recognized that EIS service users may need support in 
completing and returning the questionnaire. Claveirole (2004) identified the 
need to make research materials and methodologies accessible to this 
participant group. Offering the option of handing the questionnaire directly 
back to an EIS worker was intended to facilitate completion without 
compromising confidentiality.
See Appendix 4 for the final version o f  the Early Intervention Satisfaction Scale, adapted from the 
VSSS-32 EU.
See Appendix 5.
For group demographic details o f EIS service users, see Appendix 6.
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• Although postal surveys often produce a low response rate (Gerrish & 
Guillaume, 2006; Robson, 2002), it was decided that this methodology 
protected service users from power relationships in which they felt they were 
obliged by EIS or their worker to complete the questionnaire. To support 
completion, service users were given one verbal prompt by their worker who 
offered a second copy of the questionnaire if the first had been mislaid.
Results
From the 122 questionnaires sent out a total of 24 questionnaires were completed, 
representing a return rate of 19.7%. Questionnaires were fully completed by 
respondents. Less than 1% of quantitative answers were omitted and there was 100% 
response to at least one of the three open ended questions^®.
Quantitative results
Table 1 shows proportion of respondents who received particular EIS services; table 
2 the proportion of service users reporting they had not received these services who 
indicated that they would have liked to. Table 3 shows whether service users felt 
better or worse following prescribed medication. Tables 4 and 5 give means and 
modes for satisfaction levels with other aspects of the EIS.
More ‘most liked’ than ‘least liked’ or ‘what was missing’ responses were given.
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Table 1. Proportion o f responses to questions^ ^ asking i f  a particular EIS service had 
been received.
Question Yes
11 Medication? 22/24
12 Help in improving capacity to cope with business and 
work or education?
12/23
13 Family work interventions? 14/24
14 Leisure activities? 12/24
15 Hospital treatment? 5/24
16 Practical help at home? 10/24
17 Help obtaining welfare benefits or exemptions? 8/24
18 Help in finding a job? 9/24
Table 2. For questions where respondents indicated they had NOT received a 
particular service from EIS, would respondent like to have received the service?
Question No Don’t know Yes
13b Family work? 5/10 4/10 1/10
14b Leisure activities'^? 6/12 3/12 5/12
16b Practical help at home? 6/14 7/14 1/14
17b Help with obtaining benefits? 5/16 6/16 5/16
18b Help finding a job? 4/15 6/15 5/15
Table 3. Lickert scale, means and modes from measure o f  improvement following
1 2 3 4 5
Much better Bit better No change Worse Much worse
Question Mean Mode
1 la Since taking your medication, how have you felt? 2.0 
(n = 22)
1
(n=22)
Questions from the EISS are given in abridged form in tables 1-5. See Appendix 4 for full 
questions. A number o f respondents failed to give a response on certain items, or marked items ‘Not 
applicable, which is why the number o f responses is lower for questions 7, 8 10 and 12.
 ^ Two respondents indicated that they had been offered leisure activities and also answered 14b 
indicating ‘Yes’ that they would have liked to have taken part in these
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Table 4. Lickert scale, means and modes from satisfaction measures
SRRP
1 2 3 4 5
Very dissatisfied Mostly
dissatisfied
Mixed Mostly
satisfied
Very satisfied
Question Mean Mode
1 Personal manners of EIS Staff: 4.7 
(n = 24)
5
(n=24)
2 Effectiveness of EIS in improving relationship with 
nearest relative:
3.8
(n = 24)
4
(n=24)
3 Effectiveness of EIS in improving closest relative’s 
understanding of the service user’s problem:
3.5 
(n = 24)
4
(n=24)
4 EIS staff’s knowledge about service user: 4.4 
(n = 24)
5
(n=24)
5 The way information was given about diagnosis and 
what to expect:
4.1 
(n = 24)
5
(n=24)
6 Effectiveness of EIS in helping to establish good 
relationships with people outside the family:
4.0 
(n = 24)
5
(n=24)
7 Instructions on what to do between appointments: 4.1
(n = 23)
5
(n=23)
8 Effectiveness of EIS in improving self-care: 4.0 
(n = 23)
5
(n=23)
9 Ability of EIS staff to listen and understand: 4.6 
(n = 24)
5
(n=24)
10 Help received, if side effects were experienced: 4.0
(n = 22)
4
(n=22)
Table 5. Means and modes from satisfaction measures (multiple part questions^^), 
see Likert scale above.
Question Mean Mode
12a Help to improve capacity to cope with business and 
work or education:
4.1
(n=12)
4
(n = 12)
13a Family work: 3.7
(n=12)
3
(n=12)
14a Leisure activities: 4.1
(n=10)
4
(n=10)
15a Hospital treatment: 4.1
(n=12)
5
(n=12)
16a Practical help at home: 4.0
(n=10)
4
(n=10)
17a Help with obtaining benefits: 4.5
(n=8)
5
(n=8)
18a Help finding a job: 4.0
(n=9)
3
(n=9)
^ These satisfaction questions were each preceded by a question asking whether service users had 
received a particular service from EIS. For some o f the respondents, the answer was ‘N o’, which is 
why the number o f responses is lower for each o f these questions.
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Q ualitative resu lts
The thematic analysis identified a number of themes for each of the three open ended
24questions .
What was most liked:
Relationships with staff and staff qualities were valued. Respondents appreciated 
staff expertise, compassion, and understanding. Staff were felt to be non- 
judgemental, caring, friendly, approachable, professional and supportive T feel I am 
really genuinely cared for by the EIS team’. The EIS was felt to be a flexible service 
‘They are always there when you need them’ that works within a recovery model 
‘their experience is helping my recovery’. Leisure activities and peer support were 
highly valued by respondents ‘the group meetings with other service users have been 
very helpful’.
What was least liked:
Respondents found it difficult to talk about their problems ‘at first it was hard to be 
open with people and tell the truth about issues’ and form new relationships, either 
on joining EIS or when a change of care coordinator occurred. These changes were 
disliked by several respondents ‘when someone who has become close to me... has to 
be replaced, but I suppose that’s life’. A number of service users experienced poor 
communication or inadequate advice ‘at times advice was insufficient and not 
helpful’ and some would have liked more contact with their EIS peers ‘not enough 
contact with other service users’.
What was missing:
Respondents desired more contact with staff ‘seeing more staff...for more varied 
outlook’ and more contact vyith peers ‘not as many chances to meet other people as I 
would have liked’. A stronger vocational focus ‘guaranteed help in obtaining 
employment’ and a more directive and advisory approach ‘better advice’ were also 
wanted.
See Appendix 7 for table o f themes, superordinate themes and selection o f  relevant quotes.
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Discussion
Service users with first episode psychosis are known to have reduced concentration 
and motivation and increased suspiciousness (Yung & McGorry, 1996); 
characteristics which might have been expected to negatively impact upon 
questionnaire completion. Given the difficulties experienced by the members of the 
focus group in completing the VSSS-32 EU, the very full completion of the EISS 
questionnaires is perhaps surprising. The fact EIS service users were able to 
complete the new measure suggests that the EISS was easily understood and relevant 
to the early intervention population.
It was particularly encouraging that negative responses were given to qualitative 
measures that sought information about what could be improved about the EIS, as 
many quantitative measures are insensitive to dissatisfaction (Ruggeri, 1994). In 
common with previously published research (Mattsson et al, 2005: Naik & Bowden, 
2008), quantitative measures of EIS service user satisfaction showed high levels of 
satisfaction. The percentage of respondents who were mostly or very satisfied ranged 
between two thirds and 100% for most items. Similarly, more than three quarters of 
respondents found prescribed medication beneficial. A notable exception to this 
pattern was that almost half of respondents receiving family work expressed mixed 
feelings or strong dissatisfaction. The findings of the current study must, however, 
be interpreted with caution given the small sample size and unknown response 
biases.
It is possible that the relatively low level of respondents’ receiving services including 
family work, vocational input and help with daily living tasks, as recommended in 
the MHPIG (DoH, 2001), indicates significant gaps in service provision that could 
be addressed by future service development. An alternative hypothesis is that these 
services were offered by EIS and declined by service users, or their families; since 
less than one third of respondents who had not received a particular service indicated 
that they wished to receive it. In future, it would be useful to gain a carer perspective 
on satisfaction with service delivery.
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Limitations
Return rates in this survey were low, even when compared to similar postal surveys 
(Bernard et al, 2007; Dormandy et al, 2008). Although the EISS was shortened and 
made as user friendly as possible, which is known to increase response rate (Edwards 
et al, 2004), Edwards and colleagues (2004) suggest that other strategies, such as 
offering monetary incentives or follow up could also have increased response rate. 
However, it was felt that this could create power relationships that risked 
compromising service users’ capacity to decline participation.
In order to protect anonymity, no personal demographics of respondents were 
gathered, which prevented analysis of non response biases. Davis (2009) has shown 
that response rates are typically lower for ethnic groups other than White British and 
for those aged 16-35 years, which suggests that there may have been a significant 
response bias in this study^^.
Although the value of honesty was emphasised, given the tendency for patient 
satisfaction research to show ceiling effects and positive skew (Atkinson et al, 2004), 
it is also likely that more critical views of the service were under-represented.
Suggestions for future research
The results of the current study provides a baseline of service provision and 
satisfaction levels with which future cohorts of EIS service users may be compared.
It would also be valuable to extend the study to seek the views of carers in future. 
Recent technological tools developed for immediate evaluation of patient 
experiences such Patient Experience Trackers (PET, Dr Foster Intelligence, 2009) 
are being piloted within the Trust and it is likely that the results of the current study 
could inform the questions that EIS chooses to ask service users in future.
The assertive outreach and systemic approach for engaging the families/significant 
others recommended in the MHPIG (DoH, 2001) occasionally leads to EIS 
engagement with family/fnends of service users as a preliminary to engagement with 
a young person with suspected FEP. In the current study, a questionnaire was sent to 
one young person who was unaware that they were on the caseload of EIS. 
Regrettably, this caused distress to the individual and their family. In future surveys, 
more care must be taken to ensure that distribution of questionnaires does not lead to 
conflict, distress or an increase in symptoms of psychosis.
Refer to Appendix 6 for EIS population demographics
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Conclusion
This service evaluation generated a new measure of service satisfaction that is both 
meaningful and applicable to the early intervention population. There are some clear 
indications of areas in which local EIS service users feel their experience could be 
improved and this information will be useful in audit and development of the EIS, 
with the continued input from those who use the service.
Dissemination of results^^
The results were fed back verbally to the service at a meeting on 2/9/09. Additionally 
a written report was provided for staffs. This report will be adapted and distributed 
to service users in the context of ongoing service user involvement in EIS evaluation 
and development.
See appendix 8 for email expressing confirmation from the Integrated Team Manager.
Available from the author (Word count precludes inclusion).
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Appendix 1: Demographic details of focus group participants
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Appendix 2: Consent to audio recording
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EARLY INTERVENTION SERVICE: SERVICE 
USER AND CARER’S VIEWS
You have already agreed to participate in a group discussion about how best to 
evaluate the Early Intervention service. We are asking for your permission to allow 
us to make an audio-recording of the group’s discussions, so that we can ensure that 
none of the group’s comments are overlooked.
You do not have to agree to discussions being recorded in order to participate in the
group-
If all members of the group agree to our conversation being recorded;
• Anonymity and confidentiality will be assured.
• The audio-recordings will only be listened to by ******,
• The recordings will be stored in electronic form until they have been 
transcribed by ******. After transcription they will then be destroyed.
• The transcribed notes will be used to develop a questionnaire for measuring 
service user and carer satisfaction with the Early Intervention Service. After 
the questionnaire is developed, transcribed notes will be destroyed.
• The recordings and any notes will not be used for any other reason than those 
stated in the consent form without your written permission.
I have read and understood the above, and give consent to audio-recordings 
being made:
Participant’s Signature:_________________________________
Date:
I have explained the above and answered all questions asked by the participant:
Researcher’s Signature:_________________________________
Date:__________
(******, Trainee Clinical Psychologist)
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Appendix 3: Consent to course work assignment
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I understand that ******, trainee clinical psychologist, would like my permission to 
use information from a focus group ‘Early Intervention Service: service user and a 
carers’ views’ held on 17^  ^April 2009 to complete a course work assignment 
(Service Related Research Project).
I understand that the work will not contain any information that would reveal my 
personal identity i.e. my name, address, when and where the work took place, other 
clinicians involved or other identifying details.
I understand that the only people that look at course work assignments are the 
trainee’s supervisor in this service and the University tutors or examiners who are 
qualified clinical psychologists who work in or for the NHS.
I understand that the work will be checked by the trainee’s supervisor to see that my 
anonymity and confidentiality have been safeguarded.
I understand that course work assignments (and material relating to these) are kept in 
securely locked premises and are not available for public access or publication and 
are not kept in the University library. Assignments are destroyed by the University 
three years after the trainee has successfully completed the training course. If the 
trainee keeps copies of the assignments he/she must keep them securely in 
accordance with the British Psychological Society’s Professional Practice Guidelines 
and the Data Protection Act.
As the assignment is an academic piece of work required by the trainee as part of the 
training course that does not identify me personally and will not form part of my 
NHS record, I understand that I will not receive a copy of it. This is because the 
emphasis in this assignment is on the trainee’s learning process rather than adding 
clinical information to my NHS health record.
I understand that I do not have to allow information from me to be used in this way. I 
can change my mind and refuse my consent at any stage and this will have no effect 
on the treatment offered to me.
Name of Client:
Client’s signature:
Date:
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THIS QUESTIONNAIRE ASKS ABOUT YOUR EXPERIENCE OF THE 
EARLY INTERVENTION SERVICE
It is very important that you answer truthfully, please write down your opinion 
whatever it is. We are especially interested to ^ o w  about any criticisms and/or 
problems you may have had with the services.
All your answers will be treated confidentially.
Your answers will not be discussed with the professionals working in the service or 
your relatives.
PLEASE READ THE QUESTIONS VERY CAREFULLY AND 
TAKE YOUR TIME BEFORE ANSWERING.
IT IS VERY IMPORTANT THAT EVERY ANSWER EXPRESSES
YOUR TRUE OPINION
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PLEASE WRITE YOUR COMMENTS ABOUT THE EARLY INTERVENTION SERVICE -  
YOU MAY WANT TO COME BACK TO THESE QUESTIONS AT THE END
The thing I liked most about my experience of the Early Intervention Service 
is:-
The thing I disliked most about my experience of the Early Intervention 
Service is:-
The thing that is missing from my experience of the Early Intervention 
Service is:
YOU MAY WANT TO COME BACK TO THESE QUESTIONS AT THE END
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WHAT IS THE OVERALL FEELING ABOUT THE (please tick 
appropriate box)
1. Personal manners of Early Intervention staff?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
1. Effectiveness of the Early Intervention Service in improving the 
relationship between you and your closest relative?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
Effectiveness of the Early Intervention Service in helping your closest 
relative improve their understanding of your problems?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
The Early Intervention staff’s knowledge about you and your medical 
history?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
The way information was given to you about your problem and what to 
expect?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
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WHAT IS THE OVERALL FEELING ABOUT THE (please tick 
appropriate box)
5. The effectiveness of the Early Intervention Service in helping you to 
establish good relationships with people outside your family (eg, 
friends, neighbours, colleagues at work, etc)?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
The instructions on what to do on your own between appointments; 
the clarity, practicality etc, of recommendations?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
The effectiveness of the Early Intervention Service in helping you 
improve your self-care (eg, take care of your personal hygiene, your 
diet, your room, your home)?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5; Very satisfied □
8. The ability of Early Intervention staff to listen to and to understand 
your problems?
Very dissatisfied □
Mostly dissatisfied □
Mixed □
Mostly satisfied □
Very satisfied □
The help you received if you had any side effects from medications?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
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10 . Since you have been seen by the Early Intervention Service, have you 
had prescriptions of medications?
Yes: □ or No: □
If you answered YES, please answer question 11a. 
If you answered NO, please go to question 12.
11a. Since taking your medication, how have you felt?
Much better 
A bit better 
No change 
Worse 
Much worse
□
□
□
□
□
WORK AND EDUCATION
11. Have you received help from Early Intervention staff to improve your
capacity to cope with business and work or education (eg, working 
with your employer, school or college)?
Yes: □ or No: □
If you answered YES, please answer question 12a. 
If you answered NO, please answer question 13.
12a. What is your overall feeling about this help?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
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FAMILY WORK
13. Have you and your family been offered family work (with the aim of 
improving/changing the relationships between family members)?
Yes: □  or No: □
If you answered YES, please answer question 13a.
If you answered NO, please answer question 13b.
13a. What is your overall feeling about these meetings?
Very dissatisfied □
Mostly dissatisfied □
Mixed □
Mostly satisfied □
Very satisfied □
13b. Do you think you would have liked to receive this family work? 
No: □  Don't know: □  Yes: □
LEISURE ACTIVITIES
14. Since you have been seen by the Early Intervention Service, did you 
have the opportunity to take part in leisure activities organised or 
supported by the Early Intervention Service (eg, sports clubs, 
education etc)?
Yes: □  or No: □
If you answered YES, please answer question 14a.
If you answered NO, please answer question 14b.
14a. What is your overall feeling about these activities?
Very dissatisfied □
Mostly dissatisfied □
Mixed □
Mostly satisfied □
Very satisfied □
14b. Do you think you would have liked to have taken part in leisure 
activities organised by the Early Intervention Service?
No: □  Don’t know: □  Yes: □
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HOSPITAL TREATMENT
15. Since you have been seen by the Early Intervention Service, did you 
have treatment in a psychiatric hospital?
Yes: □ or No: □
If you answered YES, please answer question 15a.
If you answered NO, please answer question 16.
15a. What is your overall feeling about the hospital treatment that you 
received?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
PRACTICAL HELP
16. Have you had practical help at home from the Early Intervention 
Service (eg, companionship, home help, etc)?
Yes: □ or No: □
If you answered YES, please answer question 16a. 
If you answered NO, please answer question 16b.
16a. What is your overall feeling about this help?
Very dissatisfied □
Mostly dissatisfied □
Mixed □
Mostly satisfied □
Very satisfied □
16b. Do you think you would have liked to receive some help at home? 
No: □  Don’t know: □  Yes: □
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WELFARE BENEFITS
17. Have you had help from the Early Intervention Service obtaining
welfare benefits or exemptions (eg, Disability Allowance, Council Tax 
Benefits etc)?
Yes; □  or No: □
If you answered YES, please answer question 17a.
If you answered NO, please answer question 17b.
17a. What is your overall feeling about the help you received with obtaining 
benefits?
1: Very dissatisfied □
2: Mostly dissatisfied □
3: Mixed □
4: Mostly satisfied □
5: Very satisfied □
17b. Do you think you would have liked to receive help in obtaining 
benefits?
No: □  Don’t know: □  Yes: □
EMPLOYMENT
18. Have you had help from the Early Intervention Service to find a job? 
Yes: □  or No: □
If you answered YES, please answer question 18a.
If you answered NO, please answer question 18b.
18a. What is your overall feeling about the help you received to find a job?
Very dissatisfied □
Mostly dissatisfied □
Mixed □
Mostly satisfied □
Very satisfied □
18b. Do you think you would have liked to receive some help to find a  job? 
No: □  Don’t know: □  Yes: □
THANK YOU VERY MUCH FOR YOUR HELP
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Appendix 5: Covering letter
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What you think about the Early Intervention Service?
Dear
The ******* Early Intervention Service aims to offer up to three years of support 
and treatment to people who have begun to experience psychosis, or who are at risk 
of experiencing psychosis. The service also offers support to the families of people 
who experience psychosis.
Although the Early Intervention Service opened over three years ago, people who use 
the service have not yet been asked to give their views about what they like, or don’t 
like, about their experience.
I am a trainee clinical psychologist, supervised by IDr *******, who has been 
working with the Early Intervention Service since September 2008. I am interested 
in finding out what people feel about the support and treatment they have received.
A small group of service users have helped me put together a questionnaire to find 
out what people think. I am inviting everyone who has received help from the 
****** Early Intervention Service to fill in this questionnaire. The information 
collected will be fed back to the Early Intervention Service, so that it can be used to 
improve and develop the service.
I have enclosed the questionnaire for you to fill it in and tell me what you think if, 
you have time. Your answers will only be seen by me. I have enclosed a stamped 
addressed envelope so that you can give your views anonymously. I hope that this 
will make it easier for you to be honest about the service. You can also give the 
sealed envelope to your worker, if you prefer.
If you have any questions, or need any help to fill in the questionnaire, please call Dr
% 4 " 4 ^ ^ Q2» IXIC OH
Thank you in advance for your help.
* * * * * *
Trainee Clinical Psychologist
Supervised by : j)j. * * * * * *
Chartered Clinical Psychologist
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Appendix 6: EIS population demographics
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Ethnicity Number Percentage
White British 93 76.2%
Asian or Asian British -  Pakistani 6 4.9%
White -  Any other White Background 5 4.1%
Mixed -  Any other mixed background 4 3.3%
Other ethnic groups -  Any other ethnic group 3 2.5%
Asian or Asian British -  Indian 2 1.6%
Asian or Asian British - Bangladeshi 2 1.6%
Black or Black British -  African 2 1.6%
Black or Black British -  Any other Black background 1 0.8%
Other ethnic groups -  Chinese 1 0.8%
Not stated 2 1.6%
Total 122 100%
Sex Number Percentage
Female 50 41.0%
Male 72 59.0%
Total 122 100%
Months with EIS Number Percentage
0-12 51 41.8%
12-24 48 39.4%
24-36 23 19.8%
Total 122 100%
Caseload Number Percentage
Confirmed first episode 
psychosis (PEP) 94 77.0%
Watching brief 
(suspected PEP) 11 9.0%
Distant monitoring 
(confirmed PEP, 
recovered)
17 14.0%
Total 122 100%
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Age (years) Number Percentage
13 2 1.6%
14 1 0.8%
15 2 1.6%
16 6 4.9%
17 5 4H%4
18 10 8.2%
19 6 4.9%
20 13 10.7%
21 10 8.2%
22 7 5.7%
23 8 6.6%
24 5 4.1%
25 11 9.0%
26 8 6.6%
27 1 0.8%
28 2 1.6%
29 2 1.6%
30 4 3.3%
31 3 2.5%
32 1 0.8%
33 4 3J%»
34 5 4.1%
35 5 4.1%
36 1 0.8%
Total 122 100%
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Appendix 7: Themes, superordinate themes and a sample of 
representative quotes
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W hat respondents most liked about their experience of EIS
SRRP
Super
ordinate
themes
Themes Quotes
Positive staff 
qualities
Friendly staff T find the team fiiendly, reliable, 
understanding and supportive ‘
‘Friendly and approachable staff
Understanding staff ‘Having someone who understands and listens’
Staff expertise ‘The experience, knowledge and friendliness 
of the staff
Compassionate ‘Staff showing compassionate interest ‘
Caring approach ‘I feel I am really genuinely cared for by the 
early intervention team’
Professional ‘They are very professional’
Supportive ‘They have helped me get through the tough 
times of my life’
Non-judgemental ‘I feel I can tell him anything and ask for help 
with anything I’m concerned about’
Approachable ‘Friendly and approachable staff
Relationship 
with staff
Confiding/ talking 
relationship
‘someone I could confide in and to help me out 
of my darkest moments’
‘I do feel better when they are going to see me 
cause I can just get my mind clear of any bad 
thoughts’
‘they helped me talk through my problems’
‘It helped me open up a little bit and kind of 
understand my problems’
‘The ability to talk about my problems and get 
proper help’
‘The opportunity to talk regularly about my 
experiences with someone impartial’
Being valued and 
taken seriously by 
staff
‘get proper help rather than the school 
counsellor who wasn’t taking my problems 
seriously’
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Super
ordinate
themes
Themes Quotes
Medication Service user choice 
about medication
‘Meeting my new psychiatrist **** who has 
spoken to me as an adult/ human being and 
given me choices re medication’
Flexibility of 
service
Staff availability
Responsive to 
service user’s 
needs
Frequency of 
contact with staff
Multi-disciplinary 
approach to care 
planning________
‘They are always there when you need them’
‘Knowing that there is support and back up 
available at the other end of a phone for if  and 
when help is required’
‘Rapid response to my needs was excellent on 
returning from my travels’
‘Always know I can call and meet with 
someone when need’
‘How they regularly keep in touch and had 
regular meet-ups’
‘I find it very helpfiil that you are linked to 
other services and have worked with them as 
part of my care plan’_____________________
Recovery
focus
Recovery model
Relapse prevention
‘their (staff) experience is helping my 
recovery’
‘Positive help in getting through bad times in 
my life, and helping me to overcome this and 
move on. Also, how to deal with problems in 
the future’
’The way they helped me outline my relapse 
and what may have caused it’
‘Found my relapse prevention plan very 
helpful for family and friends’____________
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Super
ordinate
themes
Themes Quotes
Increased 
opportunity 
for social 
contact
Peer support
Socially inclusive
T have made some new friends along the way’
‘the group meetings with other service users 
have been very helpful’
‘I have enjoyed and found useful being taken 
out of**** to do things in public places -  e.g. 
the town centre -  in order to help me be more 
active/social’
‘That they don’t just help you with what illness 
you have, they also help you with other stuff 
like learning and just stuff outside and inside 
school’
‘she got me into college by supporting me, I 
have now gain certificate I am now gain 
confidence through her’____________________
Vocational/ 
leisure focus
Leisure activities ‘The thing I liked most was taking part in 
leisure activities’
‘we would talk a lot and go out and do things 
like bowling and golf___________________
W hat respondents least liked about their experience of EIS
Super ordinate 
themes
Themes Quotes
Staff Changes of staff
Staff over reaction
Too much contact 
with staff
Making new 
relationships with 
staff
‘When someone who has become close to 
me and my family has to get replaced’
‘Changing care coordinator (admittedly I 
know this wasn’t your fault that people 
leave)’
‘everyone went way OTT when nothing was 
wrong ( however if something was wrong 
guess this would have been a good thing)’
‘I didn’t really need to see them as often as I 
did but that’s a subjective thing — different 
for each individual’
‘It was nerve racking to being introduced to 
the early intervention service’
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Super ordinate 
themes
Themes Quotes
Communication Communication
failure
Inadequacy of 
advice
‘an appointment being arranged without my 
knowledge’
‘My first psychiatrist who didn’t really 
speak to me’
‘At times advice was insufficient and not 
helpful’
Talking therapy Feeling pressure 
to confide
Difficulty in 
talking about 
problems/ relapse
‘Having to talk about certain things’
‘Finding at first it was hard to be open with 
people and tell the truth about issues’
‘I had to talk about what was happening and 
what I was going through during my 
relapse’
‘Sometimes it can feel like a regular 
reminder that I have a problem / something 
wrong with me’
Medication Too much focus 
on medication
‘He seemed, in my opinion to hand me 
medication to keep me quiet and I felt I was 
making no progress’
Lack of 
opportunity for 
peer support
Insufficient 
contact with other 
service users
‘Not enough contact with other service 
users’
Positive
comments
Nothing disliked
Sadness at
imminent
discharge
‘Nothing I can think o f
‘And it has to end one day, and I’m dreading 
that day. It is a shame’
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W hat respondents thought was missing from their experience of EIS
Super ordinate 
themes
Themes Quotes
Communication Diagnosis and 
prognosis
Advice
T o  date very little explanation about my 
illness and what I can expect in the future’
‘Better advice’
Peer support Opportunity to 
meet peers
Social groups
‘Not as many chances to meet other people 
as 1 would have liked’
‘No real chance to talk to other service users 
/ those who may have had similar 
experiences to me with their ovm methods 
of dealing with them’
‘Not many forums to meet other service 
users in order to build social life, which I’d 
lost, e.g. group meetings’
Staff Contact with 
more staff
Longer sessions 
Staff humour
Responsive staff
Ongoing contact 
with EIS
‘perhaps seeing more staff for more varied 
outlook’
‘I would like to have access to 2 hour 
sessions on occasion’
‘Also missing with various people a sense of 
humour’
‘They had a slow response to requests
‘That they don’t see me any more’
(service user was on distant monitoring)
‘Talking to hey, cause she knows me, and 
understands my past, we did a timeline to 
improve my past! Present life’
Vocation Vocational
support
‘Vacancies available to me regarding my 
mental health and guaranteed help in 
obtaining employment’
EIS approach More direct 
approach preferred
‘To at first try and target people’s problems 
and find out Make sure that the client is 
being honest’
Positive
comments
Nothing missing
Positive
experience
‘1 haven’t felt like there has been anything 
missing as yet in the help I have received’
‘1 have had a good time at the moment with 
the service I guess I have just got to wait for 
a bad day really to decide what is missing 
like if anything changes but usually it is up 
to me really’
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Appendix 8: Confirmation of dissemination of results
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Chandler Kirstle
From:
S o n t :
To:
C o :
Subject:
Importance:
7^8
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Please accept this ema^l a s  confirmation tnat the Safefaction researcfi you have fëcenSly campteted has been a 
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Servfee; The results wll contribute to future develppmerils wthfn ihe bèfvlcs;
Integrated! Team Manager
Early Intervention Service 
NHS Foundation Trust
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Abstract
Objective: This study explored burnout, resilience, stigma and quality of life in 
informal carers of adults with severe and enduring mental illnesses.
Methods: A cross-sectional quantitative methodology was used. An online 
questionnaire survey, comprising the Maslach Burnout Inventory (MBI), the 
Resilience Scale (RS), the WHOQOL-BREF, and the Discrimination-Dévaluation 
Scale (DDS) and carer and recipient demographics was developed. Seventy four 
informal cares of adults with severe and enduring mental illnesses participated. 
Participants were recruited to the study through local and national carers’ and mental 
health organisations.
Results: Burnout was prevalent and severe in this sample of carers, who 
experienced high levels of emotional exhaustion and low levels of personal 
accomplishment. Depersonalization was less common and severe than other domains 
of burnout.
Conclusions: Factors related to carers’ circumstances and individual carer 
characteristics, which the literature indicated were likely to be important to the 
development of burnout, were only weakly associated with burnout in this group of 
informal carers. Further research is needed before the significant problem of burnout 
in informal carers can be fully addressed.
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Who cares?
In March 2001, the Census included, for the first time, a question about whether UK 
residents provided informal or unpaid care to another person. 12% of the UK 
population answered yes to the following question:
Do you look after or give any help or support to family members, fiiends or neighbours 
or others because of: long-term physical or mental ill-health or disability or problems 
related to old age?
(Office of National Statistics, 2008)
This means that almost 6 million people provided informal care to another member 
of UK society in 2001 (Buckner & Yeandle, 2011). Interestingly many of the 
respondents may not have identified themselves as a ‘carer’. Recently, Carers UK 
reported that people with caring responsibilities often classify themselves as carers 
with great reluctance. Two thirds of carers did not identify themselves as such in 
their first year of caring, and for 4% of respondents, it took them over 16 years to 
realise they were a carer (Carers UK, 2006).
Overview
This introduction begins by setting the context and rationale for researching the 
concept of burnout in informal carers. The concepts of caring and carers are defined 
and the prevalence and nature of caring and the extent of mental caring in the UK are 
reported. This leads on to consideration of the costs and impacts of caring, with a 
specific focus on burnout, which is known to be one of the negative consequences of 
long term professional caring. Burnout is defined, and theories about its development 
are presented. The prevalence and impact of burnout are explored, focusing upon the 
personal and situational factors that are associated with risk of and protection from 
burnout. In the absence of a literature on informal carer burnout, carer strain, burden 
and quality of life (QoL) are explored as related concepts. A model of carer burden is 
then presented to guide the research hypotheses about the factors that may be 
facilitative (stigma, QoL) or protective (resilience, environmental support) of burnout 
in informal carers.
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Definition of a carer
The most widely cited definition of an informal carer is someone who
“spends a significant proportion o f their life providing unpaid support to family or 
potentially friends. This could be caring for a relative, partner or friend who is ill, frail, 
disabled or has mental health or substance misuse problems.”
(Department of Health, 2008, p. 19)
Caring can be rewarding; but without recognition and emotional and practical 
support it can also be physically and emotionally draining (Department of Health, 
2010, p. 26). There may be multiple motives for assuming a caring role. Although 
carers may initially take on their responsibilities through a desire to have rewarding 
and meaningful relationships with the person they care for, providing long term care 
in situations of stress, caregiver burden, and financial strain can result in continuance 
of the role through a sense of obligation and duty (Beneken genaamd Kolmer, et a l,
2008). Carers are not a homogeneous group; diverse groups of carers have different 
caring motivations and experience different societal attitudes. Those providing care 
for others who are suffering from diseases viewed as tragic parts of the natural order, 
for example disabled children, or people with cancer and other life limiting illnesses, 
are treated sympathetically and are often regarded as valued and selfless ‘angels’. 
Carers offering support to someone who is seen as ageing rather than as ill^* often 
provide occasional rather than full time care. As a consequence, they are often 
viewed with a reduced degree of sympathy and understanding. People providing care 
to others with poorly understood diagnoses, including chronic fatigue syndrome, 
Asperger’s, and attention deficit hyperactivity disorder receive less sympathy and 
may even be treated as though they need to prove that the person they care for is 
suffering from something ‘real’. However, the group that is often least well 
understood by society, and who experience the highest level of prejudice and stigma, 
are mental health carers providing support to family and friends with mental illnesses 
(Jarvis, 2010).
Mental health carers
Mental health carers make up 25% of the estimated 6 million carers in the UK 
(National Co-ordinating Centre for NHS Delivery and Organisation (NCCSDO) 
2002). Mental illness is common; one in four adults worldwide is diagnosed with a
It is important to note that carers may also be experiencing illness as well as advanced age.
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DSM-IV disorder every year, and 20% of this group is classed as having a serious 
disorder (Kessler, et a l, 2005). The World Health Organization estimates that 8% of 
adults with mental disorders have a severe and enduring mental illness (SEMI), 
operationally defined as having an illness duration of more than two years, which 
negatively impacts upon social or occupational/ school functioning (Ruggeri, et a l, 
2000). Since the 1990s, deinstitutionalization and the Care Programme Approach 
(CPA, Department of Health, 1990) have shifted the focus of mental health treatment 
from the hospital to the community. As a consequence, most people with SEMI are 
supported within community settings and carers have become an integral part of the 
care system (Thomicroft & Tansella, 2005).
Providing care for someone with SEMI has additional burdens for carers. Whilst the 
value of carer respite is well understood (Department of Health, 2010), for mental 
health carers the availability and suitability of specialised respite care is often 
inadequate (Jardim & Pakenham, 2010; Jeon, et a l, 2007). SEMI is associated with 
increased risk of suicide (Osborn, et a l, 2008), which contributes to the subjective 
burden experienced by mental health carers (McDonell, et a l,  2003). Mental health 
carers experience blame, shame, and stigma by association, increasing their burden 
(Corrigan & Miller, 2004; Corrigan, et a l, 2006). Furthermore, this group of carers 
report that they feel undermined and lack support from professionals who often allow 
concern about patient confidentiality to become a barrier in communicating and 
working together with carers (Gray, et a l, 2008; Shooter, 2004; Wynaden & Orb, 
2005).
The value and costs of caring
The contribution that carers make to the social and economic well being of the nation 
is frequently overlooked. A recent report suggested that the annual economic value 
of the contribution made by unpaid carers is an average of £18, 473 per carer 
(Buckner & Yeandle, 2011/ Whilst carers may receive satisfaction and positive 
rewards through their caring roles (Grant & Nolan, 1993; Grant, et a l, 1998), the 
personal costs of caring can be significant. One in ten carers give up paid 
employment in order to care for another person and a further 7% reduce their paid 
working hours to care (IPSOS Mori Poll for the Department for Work and Pensions
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and Carers UK, 2009). Carers are more than twice as likely to suffer ill-health as 
those who are not providing care (Carers UK, 2004), and many struggle to make 
ends meet (Carers UK, 2008). Providing long term professional care, in the absence 
of adequate support is known to result in stress, exhaustion and burnout, with a 
reduced ability to continue caring (Schaufeli, Maslach, et a l, 1993). Although this 
phenomenon is well researched in those whose paid job is to care, much less 
attention has been paid to informal carers and the toll that caring takes on them.
What is burnout?
Definition
Freudenberger is usually credited as the originator of the concept of ‘burnout 
syndrome’ within the clinical and academic literature (Freudenberger, 1974). 
Freudenberger’s influential paper provided the first clinical description of burnout; a 
phenomenon characterised by exhaustion and other somatic signs, psychological 
signs including emotional lability and depletion, attitudinal change, and behavioural 
characteristics including increased risk taking and substance misuse. The early 
literature was largely focused upon burnout as a social problem rather than as an 
empirical theoretical construct. It was characterised by a ‘clinical’ approach; 
consisting mainly of descriptive studies reporting the subjective experience of 
practitioners^^ who experienced burnout, or job stress, through their professional 
roles and suggested preventative strategies that lacked an evidence base. Perlman and 
Hartman (1982) reviewed the literature, reporting that none of the 48 published 
studies shared a definition of what burnout was. They gave a synthesised definition 
of burnout as “a response to chronic emotional stress with three components: 
emotional and physical exhaustion, lowered job productivity, and 
overdepersonalization” (Perlman & Hartman, 1982, p. 293).
The multidimensional theory
The 1980s saw a period of theoretical refinement of the burnout concept and 
concomitant development of psychometric tools for its measurement. Several 
burnout instruments were developed, including uni-dimensional measures: the Staff 
Burnout Scale for Heath Professional (SBS-HP, Jones, 1980), the Perceptual Job
Within education and ‘care’ services including social services, medicine, mental health and other 
people orientated occupations
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Bumout Inventory (PJBI, Ford, et a l, 1983), and the Burnout Measure (BM, Pines & 
Aronson, 1988a). Maslach’s multidimensional theory has, however, come to 
dominate. Initially developed from exploratory interviews (Maslach, 1976), and 
questionnaire studies with health care staff (Maslach & Pines, 1977; Pines & 
Maslach, 1978), Maslach’s model (Maslach, 1982b, 1982c) is now the most widely 
accepted theory within the bumout field (Worley, et a l, 2008). The model was 
developed on the basis of psychometric analyses of the Maslach Bumout Inventory 
(MBI, Maslach & Jackson, 1981a); the most widely employed bumout measurement 
tool. The factorial stmcture of the model was confirmed on the basis of large scale 
quantitative studies (Maslach & Jackson, 1981a, 1981b, 1986). Exploratory factor 
analyses of the MBI then provided inductive support for Maslach’s theoretical 
framework. Maslach’s theory conceptualises bumout as a syndrome experienced by 
individuals who are employed in the field o f ‘people work’, which manifests itself on 
three core dimensions -  Emotional Exhaustion, Depersonalization, and reduced 
Personal Accomplishment (Maslach & Jackson, 1981a).
• Emotional exhaustion (EE) refers to “feelings of being emotionally 
overextended and depleted of one’s emotional resources”
• Depersonalization (DP) refers to a “negative, callous, or excessively detached 
response to other people”, also known as ‘cynicism’.
• Personal Accomplishment (PA) refers to “feelings of incompetence and a
lack of achievement and productivity in one’s work”, also known as 
‘ineffectiveness’ (all above quotes taken from Maslach, et a l,  2001)
In this model, bumout is operationally defined as a psychological syndrome 
consisting of high levels of EE and DP and low levels of PA (Maslach & Schaufeli, 
1993, p. 20). EE is thought to reflect the stress component underlying the concept 
(Maslach, et a l, 1997), is the most vridely reported dimension, and is often 
considered to be the most central quality of bumout (Schaufeli & Enzmann, 1998a). 
This led some theorists to argue that EE is the only critical component to the 
syndrome of bumout (Shirom, 2003), and to suggest that DP and PA are distinct 
theoretical constmcts related to, but not components of, bumout (Shirom &
Melamed, 2006). Maslach emphasises the centrality of EE; suggesting development
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of bumout syndrome is a sequential process that starts with increased EE (Maslach, 
1982a). She hypothesises that professionals who are beginning to experience high 
levels of EE employ distancing strategies (DP) in order to reduce the interpersonal 
stresses inherent in their caring roles. As a result of the process of depersonalization, 
the quality of care that they provide is degraded, with a consequent diminishment of 
PA (Figure 1). A number of theorists have argued for broadly similar causal 
relationships (Lee & Ashforth, 1993b; Leiter & Maslach, 1988; Maslach, 1982c).
Interpersonal demands
Distancing and 
misattribution
Emotional exhaustion 
(EE)
Reduced personal 
accomplishment (PA)
Detached
concern
Depersonalization (DP)
Figure 1 Maslach’s multi-dimensional model o f  burnout as a process o f  emotional 
exhaustion, depersonalization and reduced personal accomplishment, which begins 
with interpersonal demands at work (see Maslach, 1982b; Maslach, 1982c).
Golombiewski and Munzenrider (1988) propose a very different causal relationship 
between the three MBI dimensions (Figure 2). They advocate an eight phase bumout 
model, which suggests DP develops first, as a (dysfunctional) attempt to deal 'with 
the stresses of caring, followed by reduced PA and consequent development of EE
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I II III IV V VI VII VIII
DP Low high Low high Low high low high
FA (r) Low low High high Low low high high
EE Low low Low low High high high high
Figure 2 Progressive phases ofburnout as proposed by Golembiewski & 
Munzenrider (1988, p. 28). Notes: DP = MBl-depersonalization; PA(r) = MBl- 
personal accomplishment (reduced); E E  = MBFemotional exhaustion.
Lee and Ashforth compared the Leiter and Maslach (1988) and Golembiewski and 
Munzenrider (1988) models in a longitudinal exploratory analysis (Lee & Ashforth, 
1993b). They concluded that there was slightly stronger support for Maslach’s 
model, indicating causal priority of EE. They also noted that reduced PA was 
independent of increased DP, a finding confirmed in a subsequent meta-analysis of 
over 60 studies (Lee & Ashforth, 1993b, 1996b). Structural equation modeling 
(SEM) studies lend further support to Leiter and Maslach’s model (Cordes, et a l, 
1997), although more recently other authors suggest augmentations to the 
longitudinal model are indicated, including an independent direct relationship from 
EE to PA (Taris, et a l, 2005), and an additional negative feedback loop between EE 
and PA (van Dierendonck, et a l, 2001).
All theorists mentioned above agree that developments in our understanding of 
bumout can contribute to an increased understanding of workplace and individual 
factors that alter the probability of workers developing bumout. Meta-analytic 
studies of bumout dimensions have examined factors extrinsic to the individual, 
including interpersonal demands and social support, demonstrating that bumout is 
associated with professional job-related stresses. In an early meta-analysis of 61 
studies on the correlates of bumout, EE was found to share around 40% of variance 
with workload and job stress, and almost 30% of variance with role stress and work 
pressure (Lee & Ashforth, 1996b). Other challenging aspects of professional caring 
roles correlate highly with bumout; Pfenning and Htisch showed that EE shared 24% 
of variance with role conflict and 14% of variance with role ambiguity (1994, cited 
in Schaufeli & Enzmann, 1998a). Bumout is associated with professionals who have 
a large caseload (Maslach, Jackson & Barad, 1982, unpublished manuscript, cited in 
Maslach, 1982c), and with the severity of client difficulties (Dames, 1983; Leiter,
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1988). Negative relationships between bumout and social support are reported, 
particularly for EE (Lee & Ashforth, 1996b). Correlations with extrinsic factors and 
the other two dimensions of bumout are usually much lower (Lee & Ashforth,
1996a; Schaufeli & Enzmann, 1998a).
Individual risk factors
Individual demographic factors are associated with pattems of bumout syndrome; 
with higher levels found in women, younger workers, and those without partners or 
families (Graham & Ramirez, 1997; Maslach, 1982c). Other intrapersonal 
characteristics known to contribute to professional caregiver bumout include ability 
to cope, coping strategies and self-efficacy (Cheng, 2006).
Prevalence
The level of bumout experienced by professional carers is affected by policy and 
other changes within the caring professions and by the wider political and economic 
context. Taylor and colleagues reported a rise in bumout, from 30% of hospital 
cancer care consultants, to 40% of the same participants in a subsequent study. They 
concluded that rising patient expectations and the introduction of targets within the 
NHS may have increased the job stresses and consequent bumout that doctors 
experienced in the 8 year period from their initial study to follow up in 2002 (Taylor, 
et a l, 2005). Whilst exact prevalence levels fluctuate over time, bumout syndrome is 
widely reported in all health care professions, and bumout is experienced globally. 
Initially limited to work in the United States, bumout research has extended 
throughout the world; the MBI is used intemationally, translated into many 
languages, with common psychometric properties shown to exist across different 
foreign language versions of the scale (Golembiewski, et a l, 1993).
Bumout has been noted in most health care professions, including doctors, nurses, 
social workers and psychologists. Appendix 1 gives summary details of the findings 
of some of the large scale studies examining the prevalence of bumout 
intemationally. Although bumout appears to exist in all cultural contexts where the 
constmct has been studied, there are considerable differences between countries, 
with the highest levels of bumout reported for North American samples (Maslach, et 
a l, 2001). Cross cultural studies indicate national differences, with Japan and in
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America having higher levels than European, Canadian or New Zealand nurses 
(Poghosyan, et a l, 2010).
There is debate about which professional groups are most at risk of developing 
bumout. Lloyd and colleagues reviewed the literature on social workers (SWs) who, 
they conclude, experience higher levels of bumout than comparable occupational 
groups (Lloyd, et a l, 2002). High levels of bumout are reported by SWs in the UK, 
Northem Ireland and the US (Evans, et a l, 2006; Evans, et a l, 2005; Gibson, et a l, 
1989; Martin & Schinke, 1998). Evans and colleagues suggest that SWs experience 
high levels of bumout (EE, DP and reduced PA) and that the levels are higher in this 
group than in psychiatrists. Kumar et al (2011) conducted a large scale study of 
psychiatrists working in New Zealand, concluding that very high levels of bumout 
are reported by this group; high bumout was associated with poor job satisfaction, 
long work hours, and low levels of management support.
Studies examining bumout across more than one professional group have mostly 
been conducted with inpatient staff; the differences between staff groups in the 
community are less well understood. A study of all community mental health staff 
working in the Veneto region of Italy reported that more than a third of psychiatrists, 
SWs, occupational therapists, clinical psychologists, healthcare support workers, and 
clerical staff and nurses experienced high levels of EE and a quarter of respondents 
reported high DP and PA (Lasalvia, et a l, 2009). Inter-professional differences were 
noted, with SWs and psychiatrists experiencing the highest levels of EE (36% and 
50% respectively), although this was at a level lower than in other studies of these 
professionals (Evans, et a l, 2005; Kumar, et a l, 2006). The level of severe bumout 
was high (almost 20% across professions), with SWs experiencing the highest 
bumout rates and clinical psychologists having the lowest levels (Lasalvia, et a l,
2009).
Burnout in professional mental health carers
Although some studies have reported that bumout is less likely in psychiatric nurses 
than their general medical colleagues (Schulz, et a l, 2009) most studies suggest that 
health professionals working with people who experience mental health problems 
experience even higher levels of bumout that those in other caring roles (e.g., Prins,
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et a l, 2010; Sahraian, et a l, 2008). Hanrahan and colleagues suggested that this may 
be because mental health professionals experience almost twice the verbal 
aggression, complaints, and work related injuries that general medical staff do 
(Hanrahan & Aiken, 2008; Hanrahan, et a l, 2010), leading to higher EE and DP and 
reduced PA. Psychiatric nurses have daily exposure to patients with a high level of 
distress, many of whom have history of trauma. This was found to be a contributing 
factor to the very high levels of EE that are experienced by registered mental health 
nurses in Canada (Robinson, et a l, 2003).
A similar argument is proposed by Kumar, to account for high levels of bumout 
experienced by psychiatrists (Kumar, et a l,  2005). He suggests that psychiatrists are 
closely involved with their patients’ personal difficulties and are exposed to patient 
violence and suicide, and hostility from relatives. Additional predisposing factors for 
psychiatrists are their very large caseloads, responsible roles, and the tensions 
between how they are trained to work and the demands of mental health settings 
(Kumar, 2007). The picture of bumout in psychologists, who also work with SEMI 
and people in distress, is less clear. Some studies report a lower incidence of bumout, 
attributable to a greater sense of role fulfillment and gratification within 
psychologists who also experience a high level of social support from friends and 
family (Farber, 1985; Kahili, 1986). In contrast, a study of American psychologists 
found that this group was even more bumt out than other professional groups 
(Ackerley, et a l, 1988). Hannigan and colleagues reviewed the literature reporting 
factors contributing to stress and bumout in qualified UK clinical psychologists, in 
order to understand the mitigating factors that may protect from bumout (Hannigan, 
et a l, 2004). This review included only one study that utilised the MBI, which 
reported that levels of DP were higher and PA were lower than other mental health 
workers. A large number of clinical psychologists reported high levels of EE 
associated with low levels of clarity about job roles (Boakes, 1998).
The impact ofburnout on staff
Historically the strong focus within the literature was on the clinical effects of 
bumout in professional staff. For example, Freudenberger described symptoms of 
physical (headaches), behavioural (substance misuse), cognitive (cynicism), affective 
(depression) and motivational (demoralization) consequences of the syndrome
143
Research Dossier MRP
(Freudenberger, 1974). Subsequently, bumout is shown to be associated with higher 
rates of physical health problems (Corrigan, et a l, 1995) and mental health 
difficulties in staff (Corrigan, et a l, 1995; Graham & Ramirez, 1997; Ramirez, et 
a l, 1996; Ramirez, et a l, 1995). Doctors and nurses who experience bumout are 
known to be at increased risk of use of prescribed psychotropic medication and 
substance misuse (Coffey & Coleman, 2001; Fagin, et a l, 1996; Soler, et a l, 2007; 
Soler, et a l, 2008). Staff bumout is also associated with an increased suicidal 
ideation in doctors (van der Heijden, et a l, 2008) and nurses (Samuelsson, et a l, 
1997). Bumout and carer burden are correlated with aspects of health related QoL, as 
measured by the Short Form Health survey (SF-36, Anagnostopoulos & Niakas, 
2010). Similarly, QoL, as measured by the World Health Organization Quality of 
Life Scale (WHOQOL BREF, de Souza Barros, et a l, 2007; Schwartzmann, 2007) is 
associated with bumout syndrome and with high levels of EE and DP in medical 
doctors.
Burnout in inpatient and community mental health staff
Studies have suggested that certain organizational characteristics reduce or increase
the incidence of staff bumout. For example, lower levels of job stress, good team 
dynamics, and social support at work appear to act as protective factors for bumout 
in community and inpatient mental health services (Spear, et a l, 2004). Richards and 
colleagues reviewed 13 studies of mental health nurses in acute in-patient settings. 
Their analysis suggested that almost half of in-patient staff rate themselves as 
experiencing high levels of EE and DP (Richards, et a l, 2006). However, once the 
95% confidence intervals were calculated, few studies on inpatient staff reported 
above average levels of EE. Confidence intervals for PA and DP suggested higher 
levels of bumout on these dimensions. Whilst inpatient staff work with people who 
are acutely unwell, they receive support from colleagues, supervisors and managers 
with whom they can discuss the daily work stresses and share the burden of working 
with such high levels of risk.
Other research has suggested that community mental health staff experience higher 
levels of stress and bumout than in-patient staff. Since the 1980s, legislation and 
policy changes within mental health services, in the UK, have meant that people with 
increasingly complex mental health difficulties are cared for within the community.
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At present, individuals who experience SEMI are cared for at home, unless they are 
considered to be at significant risk to themselves or other people. As a consequence, 
community mental health team staff assume professional roles involving high 
caseloads of clients with complex issues and significant risk issues. Additional 
stresses exist for community staff, including isolation and reduced contact with other 
team members and managers. In a large scale, international, multi-centre study, 
Sorgaard and colleagues hypothesized that community psychiatric staff would 
experience higher levels ofburnout than acute ward staff. Although no evidence of 
bumout syndrome, as defined by high levels of all three dimensions of bumout, was 
found community staff did experience higher EE than ward staff (Sorgaard, et a l, 
2007).
Burnout in family carers
Bumout was initially conceptualized as “a prolonged response to chronic emotional 
and interpersonal stressors on the joF^ (Maslach, et a l, 2001, p. 397, italics added) 
and the prevalence and impact of bumout in paid professional staff is now well 
understood. Less attention has been paid to the experience of family and other people 
who provide unpaid care. There is no reason to assume that informal carers do not 
experience the same signs and symptoms as professionals and there is a small body 
of evidence that family carers of people experience bumout. Family carers support 
others without the benefit of financial remuneration, colleague and supervisory 
support, or paid annual leave. Some authors have suggested that the experience of 
bumout is more likely in carers, since they have not usually elected to take on their 
caring roles and they cannot ‘leave their problems at work’, as professionals can. 
Informal carers may have fewer opportunities for support seeking (van de 
Bovenkamp & Trappenburg, 2010). They do not receive valuing comments or 
support from managers or team members, which are known to reduce the risk of 
bumout for mental health professionals (Sherring & Knight, 2009). Hubbell and 
Hubbell reviewed the literature on carers of people with a diagnosis of Alzheimer’s; 
concluding that male carers may have the highest risk of DP, reduced PA, and EE 
since they are a group who are least likely to seek support in their caring roles 
(Hubbell & Hubbell, 2002).
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Family carers providing care for a relative with a diagnosis of dementia are the most 
well studied group, in terms ofburnout. A number of small scale Japanese studies 
have demonstrated that bumout is related to the level of care that the person with 
dementia requires (Hattori, et a l, 2000; Kameda, et a l, 2001). Bumout is especially 
high in carers who are required to provide a high level of noctumal care or 
continuous observation of a person with dementia (Hattori, et a l, 2001). These 
studies all used the BM, perhaps because it is not specific to ‘people work’ 
professionals, but was developed for generic use with professionals, and unpaid 
carers (Pines, 2005). Family caregiver bumout was investigated, again using the BM, 
in a Swedish study, which reported that almost 50% of carers experienced bumout. 
Bumout was associated with interpersonal and communication difficulties between 
the carer and recipient, and with ‘hassles’ associated with nursing home staff 
(Almberg, et a l, 2000). To the author’s knowledge, only two studies have employed 
the MBI to investigate factors associated with bumout in family carers of people with 
dementia. High levels of EE were found in both studies, which was associated with 
physical, cognitive, and psychiatric symptoms of the person with dementia (Yilmaz, 
et a l,  2009), and with physical and psychological factors related to the carers 
(Matsuda, 2001; Yilmaz, et a l, 2009).
MBI and other measures of family caregiver burden and strain
Angermeyer and colleagues reported one of the few studies using the MBI to
examine the impact of caring for people with mental health difficulties. Spousal 
carers of adults with mental illness reported bumout at levels similar to paid nursing 
psychiatric staff (Angermeyer, et a l,  2006). Two other studies have shown that 
family carers of relatives with mental illness experience high levels of EE through 
their caring roles (Cuijpers & Stam, 2000; Stam & Cuijpers, 2001). Studies of other 
groups of carers have utilized the MBI to demonstrate that carers of adults with 
cancer and other life limiting illnesses experience similar levels of bumout to those 
of professional staff (Conn, 2009; Ybema, et a l, 2002). In the absence of reliable, 
well established, psychometric measures of carer bumout, other researchers have 
used altemative measures, which are assumed to equate to bumout in this group. A 
study of family caregivers of stroke patients reported caregiver strain, and reduced 
mental wellbeing and vitality (van den Heuvel, et a l, 2001). These authors claim that 
carers who have lower mental wellbeing and vitality and higher caregiver strain are
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at risk ofburnout. Women, younger caregivers, and those in poor physical health 
were reported to have the greatest risk.
Burden, burnout, and QoL
Although there is a paucity of well conducted research investigating bumout 
syndrome in carers, a small number studies have indicated that high levels of 
subjective carer burden and bumout are correlated with reduced health related QoL 
in family members (Miura, et a l, 2005; van den Heuvel, et a l, 2001). Unlike health 
professionals, family carers are not usually in a position to take sick leave or change 
jobs. Caring impacts negatively upon their health and well being, just as it does with 
professional carers. Carers UK undertook an analysis of the 2001 census, reporting 
21% of carers providing more than 50 hours of care a week indicated they were in 
poor health. This was almost twice the number of non-carers reporting ill health 
(11% of carers. Carers UK, 2004). In a study of bumout in mental health carers, 
Angermeyer and colleagues reported that spousal carers spent on average 50% more 
hours caring than the average (38.3 hour) working week of professional staff 
(Angermeyer, et a l, 2006, p. 161). Providing a high level of care in a informal 
setting where there is no opportunity to ‘hand over’ and ‘sign o ff  at the end of a long 
caring day results in an increase in physical (Maher & Green, 2002) and mental 
strain for family carers (Hirst, 2004).
Kumar reported that longer working hours are associated with increased risk of 
bumout in doctors (Kumar, et a l, 2011), and family members who provide many 
hours of care are probably also at high risk of bumout and reduced health related 
QoL. Bumout has been shown to be particularly highly associated with common 
mental health problems, including anxiety and depression (e.g. Glass, et a l,  1993; 
Papastylianou, et a l, 2009; Shirom & Ezrachi, 2003) and professionals’ levels of 
anxiety (Richardsen, et a l,  1992; Tumipseed, 1998) and depression (Bakker, et a l, 
2000; Schaufeli & Enzmann, 1998b) have been shown to predict level of bumout as 
measured by the MBI and other bumout measures (Shirom & Ezrachi, 2003).
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QoL in mental health carers
In comparison with mental health professionals, family caregivers may be especially 
vulnerable to bumout, reduced QoL, and other negative consequences of caring since 
they lack supportive factors such as supervision, training and peer support, known to 
reduce the risk of bumout in paid carers (Edwards, et a l, 2006; Onyett, 2011;
Salyers, et ûf/., 2011; Sherring & Knight, 2009). Carers of adults with SEMI are, like 
professionals working in community mental health teams, likely to be at high risk of 
bumout. Their caring roles require them to support people with complex mental 
health needs in the absence of close support; known risks for bumout (Sorgaard, et 
a l,  2007). This group of carers are likely to face similar challenges to psychiatric 
professionals, since they are exposed to comparable issues of verbal aggression, 
conflict, and potentially violence (Hanrahan & Aiken, 2008). As noted above, 
providing professional mental health care is associated with particularly high levels 
of stress and bumout (e.g., Prins, et a l, 2010; Sahraian, et a l, 2008). A number of 
studies suggest that family carers of people with mental health diagnoses experience 
high levels of stress, carer burden, and reduced QoL (Awad & Vomganti, 2008; 
Awadalla, et a l, 2005; Foldemo, et a l, 2005; Ohaeri, 2001,2003; Zahid & Ohaeri,
2010). Carers of people with diagnoses of enduring mental health problems, such as 
OCD and bipolar affective disorder, experience reduced QoL relative to the general 
population (Srivastava, et a l, 2010; Stengler-Wenzke, et a l, 2006). A recent review 
of the literature examining the impact of providing unpaid care to people with a 
diagnosis of schizophrenia indicated many dimensions of QoL were reduced in this 
group. Carers were found to have increased physical vulnerability, work stresses, 
economic burden, and relationship difficulties, and reduced mental health, social 
inclusion and support (Caqueo-Urizar, et a l,  2009).
A model of SEMI carer burden
Awad and Vomngati (2008) reviewed the literature on a sub-group of mental health 
carers; those caring for adults with a diagnosis of schizophrenia. They suggest that 
carer QoL, burden and, by implication, risk of bumout, are likely to have multiple 
determinants. Potential determinants in this group include patient and carer 
characteristics, level of objective and subjective carer burden, carer coping skills, 
and availability of social, financial and professional support. For the purposes of the 
current study, a model of SEMI carer burden/bumout/QoL, was adapted fi*om
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Rungreankulkji and Gilliss’ (2000) model of family caregiving burden on the basis 
of Awad and Vorungati’s (2008) review and the literature on family carers reviewed 
above.
Personal Coping skills 
Resilience
Objective burden 
® Duration of caring 
•  Number of hours 
care each week
Subjective burden 
Burnout 
Quality o f life
Social support 
® Carers' group 
e Religious support 
® Exclusion/stigma 
® Respite care
Patient 
characteristics 
Age 
Gender 
Duration of 
illness 
Symptoms 
Diagnosis 
Living
arrangements
Carer characteristics 
Age 
Gender 
Relationship 
Ethnicity
Socioeconomic status 
Mental health
Figure 3 Hypothesized model o f  SEMI informal carer burden (and potentially 
burnout), adaptedfrom (Rungreangkulkij & Gilliss, 2000, p. 348).
Stigma
Link and Phelan suggest that stigma exists when elements of labelling, stereotyping, 
separation, status loss and discrimination co-occur in power situations that allow 
them to develop (Link & Phelan, 2001). Link and colleagues reviewed the literature 
on the measurement of stigma in mental illness. More than half of the 123 journal 
articles reviewed reported that people with SEMI experience negative stereotyping 
and discriminatory treatment from others. Other common components of mental 
health related stigma include negative labelling, “us” and “them” thinking, and 
avoidance (Link, et a l, 2004). Despite efforts to reduce the prevalence of social 
exclusion and stigma (Office of the Deputy Prime Minister, 2004), government 
reports indicate that people with mental health difficulties continue to experience fear 
and exclusion, misunderstanding, and negative attitudes (Department of Health,
2009). Corrigan and colleagues surveyed almost 2000 people with SEMI to examine
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their experience of discrimination. They experienced numerous forms of 
discrimination, and 73% reported that their psychiatric disability was the primary 
reason for their discrimination. Family members and friends caring for stigmatized 
individuals also report experience of stigma through their association with a person 
with a mental illness (Gonzalez, et a l, 2007; Phelan, et a l, 1998; Phillips, et a l, 
2002; Struening, et a l,  2001; Thara & Srinivasan, 2000). There is evidence to 
suggest that perceived stigma is correlated with caregiver burden (Hasson-Ohayon, et 
a l, 2011; Magana, et a l, 2007; Tsang, et a l, 2003) and that those who experience 
stigma by association with a person with mental illness have reduced QoL (El-Badri 
& Mellsop, 2007; Harrison & Gill, 2010; Marcussen, et a l, 2010).
There are social consequences for those with a diagnosis and their families; stigma is 
known to reduce the adaptive function of people with SEMI (Perlick, et a l,  2001), 
and is a barrier to recovery and compliance with treatment (Sirey, et a l,  2001).
Carers often respond to devaluation and stigmatization of themselves and the person 
they care for by withdrawing socially (Harrison & Gill, 2010; Phelan, et a l,  1998), 
thereby reducing their social support, which is known to be a protective factor for 
bumout (Lee & Ashforth, 1996b). The widespread experience of stigmatization and 
devaluation by people with SEMI and their carers (Stmening, et a l,  2001) is likely to 
further increase the burden of caring, which is predicted to increase the risk of 
bumout in this group.
Resilience
As discussed above, research has shown that development of bumout is influenced 
by risk and protective factors. Personal resilience is a quality hypothesized to act as a 
protective factor or antidote to bumout in caring professionals (Scholes, 2008; 
Skovholt, et a l, 2001; Skovholt & Trotter-Mathison, 2011). Although altemative 
definitions of resilience abound in the literature (e.g., Garmezy, 1993; Luthar, 2006; 
Masten, 2001; Rutter, 2006), most encompass the concepts of adaptation, optimism, 
acceptance, and determination in the face of adversity; a kind of ‘bouncing back’ in 
the face of life’s inevitable difficulties. Recently a qualitative examination of the 
challenges of mental health caring showed individual characteristics including style 
of coping and personal resilience influence whether informal caring is experienced as 
an obligation to be endured and survived, or as a role with rewards and benefits.
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(Cohen, et a l, 2011). Schwartz and Gidron reported that parents who perceive that 
they receive positive support from their adult child with SEMI experience less 
subjective burden in their caring roles than those who do not. This effect was 
independent of the objective burden of caring, and of the severity of illness of their 
child, suggesting that adaptation, optimism and resilient attitude reduces burden and 
potentially protects against burnout (Schwartz & Gidron, 2002).
Zausniewski and colleagues recently reviewed the relatively few studies that have 
examined resilience in informal carers of adults with SEMI (Zauszniewski, et a l,
2010). They conclude that personal characteristics including acceptance, hope, 
hardiness, mastery, self efficacy, sense of coherence and resourcefulness protect 
mental health carers from potential adversity of their caring roles. Marsh and 
colleagues have shown that informal carers report that family and personal resilience 
are developed through the process of caring for a person with mental illness (Marsh, 
et a l, 1996). Mannion investigated the role of resilience in spouses of people with 
SEMI; personal resilience was rated as more important than family resilience 
(Mannion, 1996). Although mental health carers potentially have reduced social 
support and esteem, through their experience of stigmatization, this group have also 
been shown to have resilient qualities including high effective communication, 
perceived control and communication (Enns, et a l, 1999).
Aims
This research is intended to investigate whether burnout, defined by high EE and DP 
and low PA, is experienced by informal carers of adults with SEMI. The literature 
suggests that development of burnout is influenced by the risk and protective factors 
that individuals experience. Stigma is explored as a probable risk factor for 
development of burnout in mental health carers while carer resilience is examined as 
a potentially protective personal quality. Burnout and QoL have been shown to be 
highly associated in professional and other informal carers. As the relationship 
between the two constructs has not yet been explored in carers of adults with SEMI, 
a widely used measure of QoL was selected to examine the relationship between 
burnout and QoL in mental health carers.
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Research Hypotheses
1. Carers of adults with SEMI will experience high levels of burnout, as 
indicated by adverse scores on the MBI.
2. Burnout will be related to stigma. Carers who score high on stigma will score 
adversely for burnout.
3. Burnout will be related to resilience. Carers who score high on resilience will 
score less adversely for burnout.
4. Burnout will be related to quality of life (OoLl in the domains of Physical, 
Psychological, Social and Environment. Carers who score adversely on the 
MBI are predicted to have poorer QoL (causality is not assumed).
5. Burnout mav be predicted from carer demographics (age and gender), carers’ 
circumstances (years of caring and caring hours per week), stigma, resilience 
and QoL scores.
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Methods 
Study design
A quantitative self report survey design was employed to explore the nature of carer 
burnout in informal carers of adults with severe and enduring mental illness. This 
approach was chosen because it was the most appropriate method of examining the 
descriptive (prevalence of burnout) and predictive (the ‘carer’ and ‘cared for’ 
variables that predict burnout) goals of the research questions (Barker, et a l, 2002). 
The study involved a cross sectional design. There are limitations to this design, 
since it is difficult to determine the time sequence between any variables that are 
found to be associated. The design is however useful in research areas that are under­
researched (Hickson, 2008). It is widely employed for exploring issues such as 
prevalence, and for providing descriptive data, generating hypotheses and guiding 
future research (Hickson, 2008).
A self report methodology was chosen as this prioritises the subjective views and 
personal experience of the research participants. Furthermore, most of the previous 
research on burnout in professional carers of people with mental health diagnoses 
utilised self report assessment of burnout (e.g. Acker, 1999; Angermeyer, et al.,
2006; Ewers, et al., 2002; Newell, 2009; Salyers & Bond, 2001). Adopting this 
methodology enabled the present study to build upon the existing literature; 
facilitating comparisons with previous research on burnout in professional carers. An 
online methodology was selected since this allowed participants to complete the 
questionnaire privately, in their own time, and with a greater degree of anonymity 
than is afforded by face to face interview or distributed self report questionnaires. 
Using an internet methodology is a practical way to reduce research costs and 
increase participation, since it extends geographical access and allows researchers to 
contact populations that are hard to reach (Mann & Stewart, 2000). This is 
particularly salient for family and informal carers who are likely to have extensive 
demands on their time and who may struggle to find time for face to face research 
participation. A potential pitfall of the approach was that some eligible participants 
may not have access to the internet, or may lack the computer literacy necessary for 
participation. A recent report suggests that this may not be a highly significant 
barrier since 73% of the UK population have access to the internet in their home and
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of this population 60% access the internet on a daily basis (Office of National 
Statistics, 2010).
Sample size calculation
In order to estimate necessary sample sizes for each statistical test, a-priori power 
calculations were carried out using G*Power 3 (Paul, et al., 2007). Sample size is 
computed as a function of the required power level (1-P), the pre-specified 
significance level (a), and the population effect size (Field, 2005). Although there is 
a move within the psychological literature towards reporting actual alpha levels, it is 
standard practice to set a priori alpha at 0.05. Statistical power (1-p) was set at 0.8, as 
recommended by Cohen (1992), so that there is an 80% chance of detecting an effect 
if one exists. Effect sizes are generally described in terms of small, medium and large 
effects For example, in correlational studies, a Pearson correlation coefficient of 
0.10 is considered to be a small effect, 0.30 a medium effect, and 0.50 a large effect 
(Cohen, 1988). Within clinical psychology research, it is common to deal with 
medium sized effects, since this balances the researcher’s need to explain a large 
amount of the variance with the restrictions of having to recruit a huge sample. The 
sample size computed by G*Power3 for correlational analyses with an expected 
effect size of 0.3 (medium effect, Cohen, 1992) power set at 0.8, and alpha set at
0.05 is 84. For regression analyses with an expected effect size of 0.15 (medium 
effect, Cohen, 1992) and ten predictors, the sample size is 118. Given these 
calculations, a minimum of 118 participants were needed to achieve adequate power 
on all the statistical tests used.
Study sample and recruitment
Participants were recruited through national advertisement on internet websites and 
forums for people with SEMI and internet websites and forums for carers^®. In 
response to requests fi'om a number of local carers’ organisations, an FAHS Ethics 
Committee chair’s amendment was sought to allow distribution of paper copies of 
study documents to carers who did not have access to the internet. One national 
mental health organisation requested that the online consent form be amended, 
following feedback from service users and carers on the research review panel, and 
an FAHS Ethics Committee chair’s amendment was sought before these changes
See Appendix 2 for online advertisement
154
Research Dossier MRP
were agreed. Additional participation was sought through online, email, newsletter 
and snowball recruitment via local carers support organisations.
The route by which participants were recruited into the study could not be captured 
since, in order to protect their anonymity, no data was collected about how 
respondents gained information about and joined the study. Since data concerning 
the proportion of carers receiving information about the research who chose to visit 
the study site was not collected, it was not possible to calculate a response rate. At 
the time of data analysis, 272 people had visited the study website and 8 people 
completed a paper version of the questionnaire. Of the 280 respondents, 106 people 
consented and completed the survey, giving a retention rate of 39% (Goritz, 2010). 
The questionnaire remained online and collation of paper responses was continued 
subsequent to the writing of this report. This was to allow for re-analysis of the data 
with an increased sample size to facilitate submission for publication following 
assessment of the research in a viva voce examination.
Inclusion and exclusion criteria
The inclusion criteria were as follows. All participants were:
• Adults providing unpaid care to another adult family member or friend 
(carers may be living with the recipient for but this was not a requirement for 
participation).
• Carers of adults with SEMI. Six specific diagnoses were identified -  
psychosis (or schizophrenia), bipolar affective disorder, severe neurotic 
illness, severe/enduring self harm, severe/enduring eating disorder, and 
personality disorder. An “other” category was included for carers who 
identified themselves as caring for an adult with SEMI but who did not define 
this recipient within the above diagnostic categories.
• Carers of adults who have a physical health condition in addition to SEMI 
were included in the study.
• Carers with an adequate level of literacy and English skills to complete the 
measures used in the study.
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Exclusion criteria:
• Child carers (17 years or under) of adults with SEMI.
• Adult carers of children (aged 17 years or under) SEMI
• Carers of adults with a learning disability.
• Carers of adults with dementia.
• Carers of adults who have a physical health condition in the absence of 
SEMI.
Procedure
A participant information sheet (PIS) and questionnaire were piloted on a group of 
non university educated associates of the researcher and feedback was sought 
regarding readability, order of survey questions, and ease of completion. The study 
documents were subsequently amended. The readability of the amended documents 
was assessed by applying a number of Readability Statistics, including Flesch 
Readability, Flesch-Kincaid Grade Level, Gunning Fog and SMOG indices. Both 
documents were deemed appropriate for use in a general population of non-technical 
adult readers (Steinke, 2004). The time taken to complete the questionnaire was 
calculated using an estimate of average reading speed, which for adults readers of 
non-technical material is between 200 and 250 words per minute (Carver, 1990). The 
minimum time taken to read the survey was calculated to be between 10 and 12 
minutes as the questionnaire contained 2284 words. It was anticipated that 
participants were likely to re-read, hesitate and take time to consider their responses 
to questions; an estimated completion time of 20-30 minutes was given.
Online participants were invited either to follow a URL link, or to type in a web 
address on their internet browser, that took them to a webpage hosted by the Faculty 
of Arts and Humanities server at the University of Surrey. Participants read an online 
PIS^’ explaining what participation would consist of, outlining the risks and benefits 
of participation and providing information for support of carers. The PIS also gave 
the researcher’s contact details in order to clarify any points and facilitate informed
Appendix 2
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consent. To protect their anonymity, participants were not required to post or email a 
written consent form. They were instead asked to tick a box indicating that they had 
read the PIS and agreed to participate in the study. Paper copies of the study 
documents were distributed to carers’ organisations upon request^^. Carers’ 
organisations were given paper analogues of the PIS, online consent form, and 
questionnaire to distribute to carers who requested them. Participant anonymity was 
protected by the provision of freepost envelopes for return of the study documents.
Measures
Participants completed one questionnaire^^ which was divided into seven sections:
1. ‘About you’ - information about the carer (questions developed by the 
researcher).
2. ‘Have you recently been bothered by problems’ - questions about carers’ 
mood (PHQ-9, Kroenke & Spitzer, 2002) and anxiety levels (GAD-7,
Spitzer, et al., 2006) over the past two weeks.
3. ‘About the person you care for’ - information about care recipient and the 
nature of the caring relationship (questions developed by the researcher).
4. ‘Caring related feelings’ (adapted by the researcher from the Maslach 
Burnout Inventory, MBI; Maslach, et a l, 1996a).
5. ‘Carers’ thoughts and feelings about themselves’ (The Resilience Scale, RS; 
Wagnild & Young, 1993).
6. ‘Information about carers’ QoL and health’ (WHOQOL-BREF, Skevington, 
et a l, 2004).
7. ‘Questions about carers’ experience of attitudes and behaviours towards 
people with mental health problems’ (Discrimination -Devaluation Scale, 
DDS; Struening, et al., 2001).
The questionnaire was structured with introductory sentences for each section to 
facilitate participants’ responses. With the exception of the PHQ-9 and GAD-7, 
which have a standard introductory format that refers to “being bothered by 
problems”, care was taken to use neutral language, avoiding emotionally laden words 
and constructs, including ‘burnout’, ‘resilience’ and ‘devaluation/stigma’ in the
Appendix 3 
Appendix 4
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introductory sections, since the wording and phrasing of questions can determine the 
kind of responses that are given (Sudman & Bradbum, 2004). The neutrality of this 
approach is especially important when investigating concepts about which 
participants may hold widely varying beliefs that may increase their reactive affect 
during responding (e.g. 'burnout' Maslach, et a l, 1996b).
Evaluating measures 
Reliability
In designing a quantitative study, researchers must take care to ensure that the 
constructs of interest are operationalized using measures that are reliable. Reliable 
measures give precise, consistent and stable estimates of constructs, since the 
proportion of error variance in the total score is low relative to the true score 
variance. Methods for assessing reliability include those that examine the stability or 
consistency of measures over time (test-retest reliability), and across items within a 
measure (internal consistency). Internal consistency assesses unidimensionality or 
the extent to which scale items all tap into the same underlying construct and can be 
calculated by split half reliability or, more commonly, by Cronbach’s alpha a 
(Barker, et a l, 2002). Although there is a widely accepted view that a value of .7 for 
Cronbach’s a is required, the value of a  must be interpreted with caution. The value 
of Cronbach’s a is influenced by the number of items within a scale. A lengthy scale 
will have a greater a than a smaller one with the same average correlation between 
items (Field, 2005, pp. 668-669)
Validity
Validity refers to the extent to which a measure measures what it is supposed to. 
Estimation of validity presupposes reliability, since unreliable measures that consist 
mainly of error will obviously lack validity. Content and face validity consideration 
involves qualitative assessment of a proposed scale to assess the likelihood that it 
adequately measures the construct of interest. Validity may also be formally assessed 
in a number of ways. Criterion validity is divided into concurrent and predictive 
validity. Each of these involve correlation of a scale with a well established criterion 
or ‘gold standard’ indicator of the construct the scale is measuring. Concurrent 
validity refers to the correlation between a scale and other criterion measures of the 
same construct at the same time whereas predictive validity correlates a scale with a
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future criterion. Although criterion validity is considered the most important validity 
measure, it is dependent on the availability of gold standard measures. Where these 
are unavailable, then considerations of construct validity are adopted instead. 
Construct validity is comprised of convergent validity, which assesses how well a 
scale correlates with other measures of theoretically related constructs and divergent 
validity, which estimates how poorly a scale correlates with measures of constructs 
that are assumed to be theoretically unrelated.
Demographic questionnaires 'About you' and 'About the person you care 
for’
These were questionnaires developed by the researcher to collect information about 
the sample respondents and the individuals they cared for. ‘About you’ was the first 
section of the survey, and contained questions about the carer’s gender, age and 
ethnicity. Carers were also asked to indicate if they were a member of a carers’ or a 
religious group. ‘About the person that you care for’ was the third section of the 
online survey. It contained questions about the recipient’s gender, age and ethnicity. 
Carers were asked to indicate the diagnosis of their recipient, the recipient’s living 
arrangements, and the relationship between themselves and the recipient. The final 
two questions in this section asked how long (years and months) the carer had been 
caring and the average number of hours of care they provided each week. All 
questions (except duration and number of hours of care) on the demographic 
questionnaires were forced choice, which was consistent with the other sections of 
the survey.
Maslach Burnout Inventory (MBI, Maslach, et ai, 1996b)
The MBI was developed by the authors following exploratory interviews about
subjective experience of burnout in health professionals and other employees 
working in “people work” occupations. From this pilot work, a 47 item scale was 
constructed to measure the three hypothesised aspects of the burnout syndrome. The 
scale was administered to a large sample of health and service occupation workers 
(N=605). The resulting data was subjected to an exploratory factor analysis, using 
orthogonal rotation. Although there was a moderate correlation between EE and DP, 
three independent factors emerged that may be considered subscales of the MBI. 
(Maslach & Jackson, 1981c). Subsequently, a recent review of factor analytic studies 
of the MBI lends support to the validity of the original three factor model (Worley, et
159
Research Dossier MRP
a l, 2008). Worley and colleagues’ meta-analytic study of exploratory and 
confirmatory factor analyses indicates that the shared variance between EE and DP is 
around 30%, which supports the theoretical assertion that these are separate but 
related aspects of burnout (Maslach & Jackson, 1981c, p. 101).
The MBI was selected as the most widely used measure of burnout in the empirical 
literature (Worley, et al., 2008, p. 797). The measure was originally restricted to 
burnout in professional carers. The latest edition (Maslach, et a l, 1996b) has been 
extended to include three separate surveys: the MBI Human Sciences Survey (MBI 
HSS, 22 items), the MBI Educators Survey (MBI ES, 22items) and the MBI General 
Survey (MBI GS, 16 items). The MBI HSS authors describe burnout as a three 
dimensional construct that is characterised by emotional exhaustion (EE), 
depersonalisation (DP) and reduced personal accomplishment (PE). Accordingly the 
MBI HSS is a 22 item scale is divided into three subscales: EE (9 items), DP (5 
items) and PE (8 items). Items are written as a series of statements about personal 
feelings or attitudes (e.g. “I’ve become more callous towards people since I took on 
this job”). Respondents are asked to indicate the frequency with which they 
experience these feelings and attitudes on a 7 point response scale range from 0 
“Never” to 6 “Every day”. The MBI manual (Maslach, et a l, 1996b) suggests that 
each subscale should be scored separately rather than combining the scale as a total 
burnout score. The authors provide numerical cut-off points for coding each subscale 
as either Tow’, ‘average’ or ‘high’ but suggest that original numerical scores should 
be used for statistical analyses. When considering burnout as an overall construct, the 
highest level of burnout is indicated when PA is low and EE and DP are high.
Reliability coefficients for the MBI were derived from administering the MBI scale 
to a large independent sample (N=1316). Internal consistency was estimated from 
Cronbach’s coefficient alpha. The coefficients for subscales were: EE = 0.90, DP = 
0.71 and PA= 0.71 (Maslach, et a l, 1996b). Lee and Ashforth analysed 47 studies 
that included almost 10,000 respondents, computing overall reliability statistics of 
for each subscale that were within those given by the test manual: EE (0.86) DP 
(0.76) and PS (0.77) (Lee & Ashforth, 1996b).The test-retest reliability of the 
measure is reported in the test manual from five studies with a testing interval
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ranging from two weeks to one year. Test-retest reliability coefficients ranged from 
0.59-0.82 (EE), 0.50-0.70 (DP), and 0.57-0.80 (PA) (Jackson, et a l, 1986; Lee & 
Ashforth, 1993c; Leiter, 1990; Leiter & Dump, 1996; Maslach, et a l, 1996b).
Convergent validity of the MBI scale has been demonstrated by correlation of scale 
scores with other burnout instmments including the Staff Burnout Scale for Health 
Professionals (SBS-HP, Jones, 1980), Perceptual Job Burnout Inventory (PBI, Ford, 
et al., 1983), Meier Burnout Assessment (MBA, Meier, 1984), Burnout Measure 
(BM, Pines & Aronson, 1988c). These burnout measures share roughly 25% of their 
variance (Schaufeli, Enzmann, et a l, 1993), although correlations of other measures 
with PA are somewhat lower than those with EE and DP subscales (Schaufeli & 
Enzmann, 1998b). MBI scores are moderately correlated with peer and personal 
ratings of burnout symptoms (ranges 0.28-0.56 and 0.16-0.47, respectively) and with 
dimensions of the job experience associated with increased risk of burnout (e.g. more 
direct contact with clients, range 0.19-0.38) (Maslach, et a l, 1996b).
Permission from the copyright holder was sought^ "  ^to amend the wording of the MBI 
HSS to make the scale more relevant and appropriate to the circumstances of 
informal carers. Amendments included changing the word “recipients” to “the person 
that I care for” and changing the words “job”, “work” and “working with people” to 
“caring role”. These adaptations were made on the assumption that the MBI HSS 
may be slightly adapted for use with different populations without changing the 
meaning of the scales. It was following adaptations of this kind that the MBI ES was 
developed. Reliability coefficients of the MBI ES closely parallel those of the MBI 
HSS (Maslach, et a l, 1996b).
The Resilience Scale (RS, Wagnild & Young, 1993)
The Resilience Scale (RS) is the earliest published instmment designed to measure 
resilience. The measure consists of 25 items positively worded statements about the 
self that are scored on a scale from 1 -  “disagree” to 7 -  “agree”. Possible scores 
range from 25 to 175 with higher scores indicating higher resilience.
Appendix 6
161
Research Dossier MRP
The RS was initially developed from a qualitative study of 24 older women who had 
adapted well following a major life event, as measured by mid to high levels of 
morale and social involvement (Wagnild & Young, 1993). From their personal 
narratives and an extensive review of the literature, five interrelated components of 
resilience were identified; equanimity, perseverance, self-reliance, meaningfulness 
and existential aloneness^^. Factor analysis of the 25 item scale indicated two main 
factors: “Personal Competence” (suggesting self-reliance, independence, 
determination, invincibility, mastery, resourcefulness and perseverance) and 
“Acceptance of Self and Life” (represented by adaptability, balance, flexibility, and a 
balanced perspective on life) (Wagnild & Young, 1993). Inter item correlations of 
the RS ranged from 0.37 to 0.75 with the majority falling between 0.50 and 0.70. A 
number of small studies in the early 1990s provided early estimates of reliability and 
validity for the RS in samples of students (n= 39, n=58), dementia caregivers (n=39), 
mothers returning to work (n=130), and public housing residents (n=43) (Wagnild & 
Young, 1993). Cronbach’s a was consistently acceptable and moderately high 
ranging from 0.73 to 0.91.
Reliability of the RS was further tested in a random sample of adults aged 53-95 
years. Internal consistency was acceptable (a =0.91) and concurrent validity was 
assessed by correlating the RS with measures of life satisfaction (r = 0.30), morale (r 
= 0.28), depression (r = 0.37) and physical heath (r = 0.26, p< 0.001 for all 
coefficients) (Wagnild & Young, 1993). Subsequent studies have demonstrated the 
reliability of the RS in adolescents (Black & Ford-Gilboe, 2004; Hunter & Chandler, 
1999; Rew, et al., 2001), young-middle aged women (Humphreys, 2003; Schachman, 
et al., 2004), and middle aged and older adults (Broyles, 2005; Leppert, et al., 2005; 
Nygren, et al., 2005; Wagnild, 2009). Cronbach’s a ranges from 0.72 to 0.94.
World Health Organization Quality of Life Questionnaire (WHOQOL-BREF)
The WHOQOL-BREF was developed from the WHOQOL-100, a cross cultural
instrument developed by the World Health Organization for assessing individuals’
Definition o f terms . Equanimity - “a balanced perspective on one’s life and experiences”. 
Perseverance -  “the act o f perseverance despite adversity or discouragement”. Self-reliance -  “A  
belief in oneself and one’s capabilities”. Meaningfulness -  “the realisation that life has a purpose and 
the validation o f one’s contributions”. Existential aloneness -  “the realisation that each person’s life 
path is unique.
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self reported subjective perceptions of their QoL. The WHOQOL-100 was developed 
in 15 cultural centres over several years and has now been tested in more than 37 
field centres (World Health Organization: Division of mental health and substance 
abuse, 1998). It contains 100 items for 25 facets (24 domain specific facets and one 
general facet) covering six domains, including physical health, psychological health, 
level of independence, social relationships, personal beliefs, and environment 
(WHOQOL Group, 1993; World Health Organization: Division of mental health and 
substance abuse, 1998; Yao, et al., 2008). A detailed study protocol and provisional 
list of domains and facets was devised by an international collaborative review. The 
QoL construct was then explored in focus groups in 12 field centres across different 
cultural settings across the world creating a global question pool from which 236 
questions were selected for the WHOQOL pilot instrument. A visual analogue scale 
using anchor points fi*om “very dissatisfied -  Very satisfied”, “Not at all -  
completely”, and “Never -  Always” with appropriate descriptors for the 25% 50% 
and 75% points between the anchor for each response scale was developed for each 
cultural setting. All questions asked about experience two weeks prior to the 
questionnaire. The WHOQOL-BREF was developed as a brief measure of QoL that 
selected one question from each of the 25 facets of the WHOQOL-100.
Confirmatory factor analyses suggested a four factor model (CFI for four factor 
model was over 0.9 for well and ill groups): Physical, Psychological, Social 
Relationships and Environment, in which Personal Beliefs was subsumed within 
Psychological Health and Independence was subsumed under Physical Health. 
Cronbach’s a for each of the four domains ranged from 0.66 (Social Relationships) 
to 0.84 (Physical Health). Multiple regression analyses suggest that all four domains 
of the WHOQOL-BREF explain variance in Overall Quality of Life and General 
Health, indicating that all four domains should be taken into account when evaluating 
overall QoL.
The Discrimination-Dévaluation Scale (DDS, Struening, et al, 2001)
The DDS (Struening, et a l, 2001) is a fifteen item instrument that is comprised of
two scales. Eight of the items are from the Devaluation of Consumers Scale, which 
operationally defines the devaluation of consumers (service users) who have serious
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mental illness. The remaining seven items are from the Devaluation of Consumer 
Families Scale, which operationally defines the devaluation of families that include 
one or more persons with a serious mental illness. Scores are ranked on a four point 
scale, ranging from 1 - “strongly agree” to 4 -  “strongly disagree”. Items are 
summed for an overall stigma score, with higher scores indicating greater 
perceptions of mental illness stigma. The devaluation of consumers and devaluation 
of consumer families scales have internal consistencies of 0.83 and 0.77, respectively 
(Struening, et a l, 2001). The relationship between the two scales was 0.58 in a 
sample of 180 carers of people with schizophrenia and schizoaffective disorders and 
0.62 in a sample of 281 carers of people with schizophrenia, bipolar disorder or 
schizoaffective disorder, manic type (Struening, et a l, 2001).
Patient Health Questionnaire (PHQ-P, (Kroenke & Spitzer, 2002)
The PHQ-9 is a nine item depression scale (Kroenke & Spitzer, 2002). The items are
designed to correspond to the diagnostic criteria for major depressive disorder in the 
Diagnostic and Statistical Manual of Mental Disorders (DSM, American Psychiatric 
Association, 1994). The measure requires respondents to rate each symptom over the 
last two weeks on a four point scale, ranging from 0 “not at all” to 3 “nearly every 
day”, giving a severity score ranging from 0-27. An item was also added which 
asked respondents to rate the severity of any problems “how difficult have these 
problems made it for you....” on a four point scale ranging from 0 “not difficult at 
all” to 3 “extremely difficult” (Kroenke, et a l, 2001). This measure takes just three 
minutes to complete and shows good internal reliability (Cronbach’s a  is 0.89). Test- 
retest reliability is high; correlation between self administered scores and those of a 
mental health professional was 0.84 (Kroenke, et a l, 2001). Construct validity is 
shown by correlations with the Short Form General Health Questionnaire (SF-20, 
Stewart, et al., 1988), which range from 0.33 (bodily pain) to 0.73 (mental health) 
and with other established measures of depression, including the Hamilton Anxiety 
and Depression Scale (HADS, Cameron, et al., 2008, correlation = 0.68).
Generalized Anxiety Disorder Scale (GAD-7, Spitzer, et ai, 2006)
The GAD-7 is a seven item anxiety scale (Spitzer, et a l, 2006). The scale was
developed using nine items that reflected all of the diagnostic criteria for major 
generalised anxiety disorder (GAD) in the Diagnostic and Statistical Manual of
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Mental Disorders (DSM, American Psychiatrie Association, 1994) and four items 
based on a review of previously existing anxiety scales. The seven items that had the 
highest correlation with the total 13-item scale score were selected for the measure. 
The measure requires respondents to rate each symptom over the last two weeks on a 
four point scale, ranging from 0 “not at all” to 3 “nearly every day”, giving a severity 
score ranging from 0-27. An item was also added which asked respondents to rate the 
severity of any problems “how difficult have these problems made it for you....” on a 
four point scale ranging from 0 “not difficult at all” to 3 “extremely difficult” 
(Spitzer, et a l, 2006). This measure takes three minutes to complete and shows good 
internal reliability (Cronbach’s a is 0.92). Test-retest reliability is high; correlation 
between self administered scores and those of a mental health professional was 0.83 
(Spitzer, et a l, 2006). Construct validity is shown by correlations with the Short 
Form General Health Questionnaire (SF-20, Stewart, et al., 1988), which range from 
0.30 (physical functioning) to 0.75 (mental health) and with other established 
measures of anxiety, including the Beck Anxiety Inventory Scale (BAI, Beck &
Steer, 1993, correlation = 0.72) and the anxiety subscale of the Symptom Checklist- 
90 (Derogatis, 1994, correlation = 0.74).
Statistical analyses
The Statistical Package for Social Sciences, version 16 .0, was used to analyse the 
data (Statistical Package for Social Sciences, 2009).
Ethical considerations
Approval for the study was granted by the University of Surrey Faculty of Arts and 
Human Sciences Ethics Committee in July 2010^^. Chair’s amendments were sought 
to allow distribution of paper copies of the questionnaire^^ and to allow amendment 
of the online consent form following feedback from a national mental health charity 
research panel^^. Carers were given full written details of the study and how the 
results would be used in the Patient Information Sheet. As participation in the survey 
was anonymous, informed consent was inferred from selection of the “I agree to go 
on” option at the end of the PIS and by online completion of the questionnaire. Since
Appendix?
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data was collected anonymously, it was not possible to withdraw consent once the 
survey has been completed. This was made clear on the PIS.
Carers were asked to think about their experience of burnout, anxiety, depression and 
stigma, and to consider their resilience and the impact of caring on themselves. 
Whilst these questions may have elicited positive experiences of caring for a person 
with SEMI, it is likely that some respondents may have had negative thoughts about 
their experiences and roles triggered by some of the questions. Due to the anonymity 
of participation, it was not possible to identify any respondents who indicated, on 
questionnaire measures, that they had devaluing experiences, or to identify any 
participants with low resilience or high risk of burnout. In order to provide support to 
carers who were negatively affected by recruitment materials or participation in the 
study, information and contact details for national agencies offering support to carers 
and those in psychological distress were provided on the PIS and in the debriefing 
web page of the study. Email contact details for the researcher were provided on the 
PIS and debriefing information.
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Results
Description of sample
Response rate was calculated by looking at the number of people who accessed the 
study site online, or requested a paper questionnaire. 272 people visited the study 
website and 8 people completed a paper version of the questionnaire. Of the 280 
respondents, 106 people consented and completed the survey, giving a response rate 
of 39%.
Two respondents were excluded after inspection of the IP address showed that they 
were outside of the UK^ ,^ a further two respondents were excluded as the completion 
time was less than would be expected to read the survey and respond. Eighteen 
respondents were excluded from the analysis as they did not meet the inclusion 
criteria of carers of an adult with SEMI. Three respondents were excluded as they 
were caring for a child under 18 years; fifteen other carers were excluded since they 
were caring for an adult with an excluded diagnosis, dementia, head injury, amnesic 
syndrome, or learning disability. Initial data screening removed ten participants as 
they did not complete the survey and were considered to have withdrawn their 
consent. This meant that 74 participants were included in the analyses (Table 2). A 
number of carers indicated that they were caring for a person with two diagnoses and 
one carer indicated that they were caring for someone with three diagnoses (Table 3).
Although UK residence was not a formal exclusion criteria, carers who participated from outside 
the UK were excluded since research on professional burnout has demonstrated national differences in 
burnout. Additionally, informal caring expectations and external support varies across countries.
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Table 2 Summary o f carer demographic information
Carer Demographic Frequency Percentage of 
sample
Gender Male 17 23%
Female 57 77%
Ethnicity White British 69 93%
White Other 2 3%
Mixed White and Black African 2 3%
Mixed White and Asian 1 1%
Carer’s group? Yes 38 51%
No 36 49%
Religious group? Yes 17 23%
No 57 77%
Caring for whom Child 34 46%
Spouse/partner 25 34%
Parent 10 14%
Other 5 6%
Living with recipient Yes 49 66%
No 25 34%
Range Mean Median Mode
(SD)
Duration of care (months) 4 months to 50 years 141.30 112.5 96, 240
(110.54)
Average caring hours per 2-168 hours 56.46 35 168
week (57.39)
PHQ-9 0-27 92 0 7 0
(7.53)
GAD-7 0-21 7.57 6 6
(5.91)
Range Mean SD
Age 18-81 years 50.76 12.94
Table 3 Summary o f care recipient demographic information
Recipient demographic Frequency
Percentage 
of sample
Gender Male 41 55%
Female 33 45%
Ethnicity White British 67 90%
White Irish 1 1%
White Other 2 3%
Mixed White and Black Caribbean 1 1%
Mixed White and Black African 2 3%
Mixed White and Asian 1 1%
Diagnosis*" Bipolar affective disorder (BAD) 28 38%
Personality disorder (PD)/self harm 22 30%
Psychosis, schizophrenia or schizoaffective disorder 24 32%
Severe depression/anxiety 18 24%
Eating disorder 4 5%
Obsessive compulsive disorder (OCD) 3 4%
Post traumatic stress disorder (PTSD) 3 4%
Range Mean SD
Age 18-89 years 40.35 15.43
Several participants indicated multiple diagnoses; percentages therefore add up to more than 100%.
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Data Screening 
Missing data
Prior to analysis, each of the variables was examined for accuracy of data entry and 
missing values.
Outliers and distribution
Data in the three burnout dimensions were explored for outliers and distribution by 
plotting histograms and using statistical tests. Other variables were screened as 
necessary to address the research hypotheses. Any z scores above 2.58 were 
considered significant (Field, 2005).
Emotional Exhaustion (EE)
No significant outliers were noted for EE. An analysis of skew (z=0.72, p>0.01) and 
kurtosis (z=2.03, p>0.01) revealed that the distribution was not significantly skewed 
or leptokurtic, this was confirmed by a non significant result on the Kolmogorov- 
Smimov test (D(74)=0.09, p>0.05). Analyses of EE scores were conducted using 
parametric tests.
Depersonalization (DP)
An analysis of skew and kurtosis revealed positive skew (z=5.55, p<0.01) and 
leptokurtosis (z=3.69, p<0.01). The Kolmogorov-Smimov test showed that the 
overall distribution differed significantly from normal (D(74)=0.21, p<0.05).Three 
significant outliers were noted (z=2.64, p<0.01, z=3.07, p<0.01, and z=3.28, p<0.01). 
Examination of the histogram showed that 27 participants (36.5%) scored 0 for DP. 
The distribution was examined after removal of these participants, to ascertain 
whether the remainder of the data were approximately normally distributed.
Although leptokurtosis was reduced (z=1.62, p>0.01), the distribution remained 
positively skewed (z=3.54, p<0.01). The Kolmogorov-Smimov test showed the 
overall shape of the distribution remained significantly different from normal 
(D(47)=0.21, p<0.05). Although a series of transformations was applied to the data, 
it failed to meet the assumptions of parametric tests. Analyses of DP used non- 
parametric tests.
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Personal Accomplishment (PA)
No significant outliers were noted. Analysis of skew (z=0.85, p>0.01) and kurtosis 
(z=1.04, p>0.01) indicated the histogram was normally distributed, this was 
supported by a non significant result on the Kolmogorov-5 test (D(74)=0.087, 
p>0.01). Analyses of PA scores were condueted using parametrie tests.
Reliability of the measures
Cronbach’s alpha was used to assess the internal consistency of each measure. 
Relaibility coefficients for all measures are given in table 4.
Table 4 Cronbach’s alpha reliability coefficients for all measures
Measure
Cronbach’s
alpha
Original study Original study 
Cronbach’s alpha
MBI EE 0.93 Maslach & Jackson (1986) 0.90
MBI DP 0.68 Maslach & Jackson (1986) 0.71
MBI DP 0.66 Maslach & Jackson (1986) 0.71
WHOQOL-BREF
Physical
0.88 World Health Organization 
(1998)
0.76
WHOQOL-BREF
Psychological
0.86 World Health Organization 
(1998)
0.81
WHOQOL-BREF
Social
0.77 World Health Organization 
(1998)
0.81
WHOQOL-BREF
Environmental
0.80 World Health Organization 
(1998)
0.71
DDS Consumers’ scale 0.76 Struening el al (2001 ) 0.83
DDS Families’ scale 0.79 Struening et al (2001) 0.77
RS 0.91 Wagnild & Young (1993) 0.73-0.91
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Preliminary data analysis
The three burnout domains were examined as a function of carer (table 5) and 
recipient demographic factors (table 6 ). Where data met the assumptions for 
parametric tests, independent t-tests and One-Way ANOVAs were used. Mann- 
Whitney and Kruskal-Wallis tests were used for data that did not meet the 
assumptions of parametric testing. Table 5 summarises these results.
Carer age
Carer age was grouped into decades. Carer age did not have a significant effect on 
scores for EE (F(6,67)=1.41, p=0.224), DP (//=8.502, df=6 , p=0.204) or PA 
(F(6,67)=0.593, p=0.0.734).
Carer gender
Carer gender did not have a significant effect on scores for EE {t= -0.41, df=23.268, 
p=0.686), DP (U=432, (57,17) p=0.494) or ?A(t= -0.956, df=23.447, p=0.349).
Carer ethnicity
Ethnicity did not have a significant effect on scores for EE (/= -1.12, df=72, 
p=0.911), DP (U= 115, (69,5), p=0.22) or PS (/= -0.28, df=72, p=0.78).
Depression
PHQ-9 scores were categorised from None through to Severe, as instructed in the 
scoring procedure (Kroenke, et a l, 2001). Level of depression impacted significantly 
upon scores for EE (77=31.27, df=4, p<0.000) but not on DP (77=7.50, df=4, 
p=0.112) (77=7.50, df=4, p=0.11) or PA (77=2.26, df=4, p=0.688).
Anxiety
GAD-7 scores were categorised from None through to Severe, as instructed in the 
scoring procedure (Spitzer, et a l, 2006). Level of anxiety impacted significantly 
upon scores for EE (77=30.56, df=4, p<0.000) and PA (77=9.70, df=4, p=0.021) but 
not on DP (77=3.97, df=4, p=0.265).
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Carer's group membership
Being a member of a carer’s group did not significantly impact upon scores for EE 
(/=0.843, df=72, p=0.402), DP (U=595.5, (38,36), p=0.334) or PA (t=0224, df^72, 
p=0.824).
Religious group membership
Being a member of a religious group did not significantly impact upon scores for EE 
(/= -1.254, df=72, p=0.801), DP (77=449.5, (17,57), p=0.649) or PA (/=0.189, 
df=21.266, p=0.852).
Relationship to care recipient
The relationship between carer and recipient did not have a significant effect on EE 
(F(3,70)=1.057, p=0.373), DP (77=4.683, df=3, p=0.197) or PA (7^(3,70)=0.27, 
p=0.847).
Living arrangements
Carers who lived with person they cared for had higher EE scores than those who 
lived apart (/=2.334, df=72, p=0.022). Living together did not have an impact on 
scores DP (77=227.5, (49,25), p=0.523) or PA (/=0.186, df^72, p=0.853).
Years of caring
Years of caring was grouped into less than a year, 1-2 years, 2-5 years, 5-20 years, 
20-30 years and more than 30 years. Length of time spent caring did not have a 
significant effect on EE (F(5,68)=0.740, p=0.595), DP (77=1.564, df=5, p=0.960) or 
PA (F(5,68)=1.143, p=0.346).
Recipient ethnicity
Recipient ethnicity did not have a significant effect on EE (/=0.084, df=72, 
p=0.933), DP (77=198, (7,67), p=0.489) or PA (/= -0.449, df=72, p=0.655).
Recipient diagnosis
Table 6  reports burnout as a function of recipient diagnosis. The diagnosis of the 
recipient did not have a significant effect on EE (7^(6,67)=0.452, p=0.841), DP 
(^=2.108, df^6 , p=0.91) or PA (F(6,67)=0.859, p=0.529).
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Hypothesis testing
Hypothesis 1: Carers will experience high levels of hurnout
The MBI manual provides cut-offs for each burnout domain score, which are
classified as High, Moderate, or Low. Since DP scores were not normally distributed, 
modal and median scores are provided. As previous research reports mean scores, 
these are also presented for all three domains. Means for DP must be interpreted with 
caution. As noted above, DP average scores are difficult to interpret, since more than 
a third of scores were 0 , and other scores were not normally distributed.
Table 7 Group average scores for burnout domains
Domain Mean SD Median Mode High
(%)
Moderate
(%)
Low
(%)
Emotional Exhaustion 31.72 13.98 32.5 42 64.9 16.2 18.9
Depersonalisation 3.72 4.66 2 0 6.8 10.8 82.4
Personal
Accomplishment
25.61 8.15 25.5 19&27
41
74.3
42
17.6 8.1
Table 7 demonstrates that around two thirds of carers report high burnout on the 
domains of EE (64.9%) and PA (74.3%). Relatively few carers report high levels of 
burnout on DP (6 . 8  per cent). Four carers (5.4%) scored adversely on all three 
burnout domains and nine carers did not score adversely on any (12.2%). Twenty six 
carers (35.1%) scored highly on one domain and thirty five (47.3%) scored adversely 
on two. To examine whether this sample of carers experience burnout at a level 
experienced by health professionals and other family carers, the results of the current 
study are presented in the context of those from previous research in table 8 . Carers 
in the current study showed a level of EE (31.72) higher than most other studies of 
professional or family carers (range from 16.89 to 29.78). Only social workers and 
family carers of people with motor neurone disease experienced EE at a higher level 
than SEMI carers (34.1 and 36.4, respectively). DP was lower than almost all 
previous studies (3.72). PA scores (25.61) were lower than all other reported studies 
(range from 29.69 to 39.3), indicating higher levels of burnout in this domain for 
SEMI carers.
42
Multiple modes with 6 participants for each score
High levels o f burnout on PA are indicated by low actual scores (<31)
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Hypothesis 2 Burnout will be related to stigma 
Data recoding and screening
Positively phrased items on the Consumers Devaluation and Stigma scale and the 
Family Devaluation and Stigma Scale were reversed and a total DDS score was 
calculated, to facilitate comparison to previous research (Gonzalez, et a l, 2007; 
Struening, et a l, 2001). The level of stigma experienced by carers in the current 
study was similar to that reported in previous studies, which are presented in table 9. 
To screen the data, histograms were drawn. No significant outliers were noted on the 
DDS total score. Analysis of skew (z=0.86, p>0.01) and kurtosis (z= -0.72, p>0.01) 
revealed that the histogram was not significantly skewed or leptokurtic. A 
Kolmogorov-Smimov test confirmed that the distribution did not differ significantly 
from normal (D(74)=0.071, p>0.05).
Relationship analysis
Scatterplots were drawn to visually assess the relationship between each dimension 
of burnout and stigma.
EE
The scatterplot revealed that stigma was not correlated with EE. This was confirmed 
by a non-significant result on a Pearson’s correlation test (r=0.15, df=72, p=0.101) 
PA
The scatterplot revealed that stigma was not correlated with PA. This was confirmed 
by a non significant result on a Pearson’s correlation test (r=0.08, dfi=72, p=0.248). 
DP
The scatterplot revealed that there were a number of multivariate outliers. As 
reported above, DP was not normally distributed and more than a third of 
participants scored zero on this burnout domain. Consequently, a Kendall’s tau 
correlation test was used, since this is a better non-parametric estimate of the 
correlation when there is a small sample size with a large number of tied ranks 
(Field, 2005, p. 131). Kendall’s tau test showed a significant positive correlation 
(t=0.147, df=72, p=0.044).
177
Io
Q
î
i
ss
I
f
A
i
I
§■
I
Os
I
II
as
ipQSC/5
Ia
O
&R
"a
S9:c/3
3
C/5
inlO
VO
I I
“ g
$ ! 3
f i
II
.9 %
w
c/5
V3 II -%:
l î
IC/)Oï;
S
00c
% 13
f i
i l
Lh
c2
'5
. i
V
oc
%
T3
(U
C
IP<u
T3
5 
00
(U
o
<u
6
u-> o/  ^
§. I
•3 ü 
>  §
om
lOTj-
odm
00c Lh
>  2  ^
u  o
l î
l i
l î
<u
es
B
I
%
c%no
0 0  CO
! l-  CL
i n
(Nm
5  I
'o o 
ffl Q
(U
t  + S-If l l î
VO I I
cS o8e6 Q
Q
<
m
Lp
0
C
.2
"c^
c / )
1
n o
Lh
O
" c ?
es1
U
c/5
<N ^
" ^ " " e sov c m '—
'Ho
(U
'-P
O
I
g
1 5
CJ
V)
l î l
c/5 £  no
5 c/]
o
> e s
1
<U
no no
re s n
u <L» CL
3
no
CL
8
2
n
< 3 C
l i
ë  e
C/5 O
S
I
3
00
o
CL
0  
C
1
î
i l
{î
<U T3
t î<U
to •£ 
.22
0
1
I
§
II
*“  l e  0) ’i-
î»
"2  2
II(U es11
O) (ü
il
I I
II
î l
Research Dossier MRP
Hypothesis 3: hurnout will be related to resilience 
Data screening
To screen the data, a histogram was drawn. No outliers were noted. The distribution 
was not significantly skewed (z= -1.81, p>0.01) or kurtotie (z= -0.73, p>0.01). A 
Kolmogorov-Smimov test confirmed that the distribution did not differ significantly 
from normal (D(74)=0.096, p>0.05).
Group mean RS score for the sample were ealeulated, these are shown in eomparison 
to scores from other studies below.
Table 10 Group mean scores fo r  resilience (RS score)
Study Sample N RS
Score
mean
(SD)
This study SEMI carers 74 129.6
(22.7)
Wagnild (2010b) General population (internet users) 1061 135.49
(19.7)
Wagnild & Young 
(1989)
Female earegivers o f spouses with 
Alzheimer’s Disease
39 138.4
(18.6)
Wagnild & Young 
(1993)
Middle-aged and older adults in the US 782 148.3
(16.9)
Relationship analysis
Scatterplots were drawn to visually assess the relationship between each dimension 
of burnout and resilience.
EE
The scatterplot showed that resilience was negatively correlated with EE. This was 
confirmed by a significant result on a Pearson’s correlation test (r= -0.24, df=72,
p=0.02)
PA
The scatterplot revealed that resilience was positively correlated with PA. This was 
confirmed by a significant result on a Pearson’s correlation test (r=0.422, df=72,
p<0.001).
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DP
The scatterplot showed that there were a high number of multivariate outliers and 
that resilience was not correlated with DP, This was eonfirmed by a non significant 
result on a Kendall’s tau correlation test (t= -0.102, df=72, p=0.115).
Hypothesis 4: Burnout will he related to quality of life (QoL)
Data recoding and screening
Negatively phrased items on the WHOQOL-BREF were recoded and domain scores 
were computed, as instructed in the manual (World Health Organization: Division of 
mental health and substance abuse, 1998). The domain seores from the eurrent study 
are presented above alongside the scores obtained for the UK population in an 
international field trial of the measure. Table 11 shows that participants generally 
rated their QoL lower on every domain than the UK sample in the field trial. Carers 
rated their social well being as lower than other domains. Histograms were drawn 
and statistical analyses condueted to screen for normality.
Table 11 Group mean scores fo r  WHOQOL-BREF domains
Study Sample N
Physical
Mean
(SD)
Psychological
Mean
(SD)
Social
Mean
(SD)
Environmental
Mean
(SD)
This study Carers of adults 13.5 12.9 11.8 13.4
with SEMI 74 (3.5) (3.0) (3.8) (2.8)
Skevington, et Sick and well 475 15.8 14.7 14.2 14.1
al. (2004) respondents from 
the general UK 
population
(3.8) (3.4) (3.5) (2.3)
Physical
Although no significant outliers were noted and kurtosis (z= -1.22, p>0.01) and skew 
(z= -1.73 p>0.01) were not significant, a Kolmogorov-Smimov test showed that the 
distribution differed from normal (D(74)=0.114, p<0.05).
Psychological
One significant outlier was noted (z=3.02, p<0.01). Although analysis of skew (z= - 
1.73 p>0.01) and kurtosis (z= -1.22, p>0.01) showed the histogram was not 
significantly skewed or kurtotie, a Kolmogorov-Smimov test revealed that the 
distribution was significantly non-normal D(74)=0.113, p<0.05).
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Social
Although no significant outliers were noted and kurtosis (z= -0,1.08-, p>0.01) and 
skew (z= 0.58 p>0.01) were not significant, a Kolmogorov-Smimov test showed that 
the distribution differed from normal (D(74)=0.118, p<0.05).
Environment
No significant outliers were noted and the distribution was not significantly skewed 
(z= -1.05, p>0.01) or kurtotie (z= -1.23-, p>0.01). A Kolmogorov-Smimov test 
showed that the distribution did not differ significantly from normal (D(74)=0.083, 
p>0.05).
Relationship analysis
Bivariate analyses were carried out for each bumout domain with each QoL domain 
(table 12). Where both domains met the assumptions of parametric tests"^ "^ , Pearson’s 
correlations were applied. If either domain did not meet these assumptions, non 
parametric tests (Spearman’s rho or Kendall’s tau) were used.
EE
Scatterplots revealed that there were negative linear relationships between EE and all 
domains of QoL. Lower scores for physical, psychological, social and environmental 
QoL were associated with higher scores for EE. The data was analysed using 
Spearman’s test for all correlations, except Environment, for which a Pearson’s 
correlation was used.
DP
Scatterplots revealed that there were negative linear relationships between DP and 
Psychological, Social and Environmental QoL. Lower scores for these QoL domains 
were associated with higher scores for DP. DP was not correlated with Physical QoL. 
Since DP was not normally distributed with a high number of zero scores, Kendall’s 
Tau was used to compute all correlations.
PA
Scatterplots showed that there was a positive linear relationship between PA and 
Psychological and Social QoL. Higher scores on these domains were associated with 
higher PA. This was confirmed by Spearman’s tests. PA was not correlated vvdth 
Physical or Environmental QoL, which was supported by a Spearman’s test for 
Physical and Pearson’s test for Environmental QoL.
Interval data, linearity, normality, and homogeneity o f variance, (Howell, 1992)
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Table 12 Correlation coefficients between burnout domains and QoL domains
Physical Psychological Social Environmental
Emotional Exhaustion -0.434** -0.490** -0.301** -0.383**
Depersonalization -0 . 1 1 -0.185* -0.344** -0.175*
Personal
accomplishment
0.107 0.457** 0.298** 0.146
** Correlation is significant at the 0.01 level (1-tailed). 
* Correlation is significant at the 0.05 level (1 tailed).
H ypothesis 5: B urnout can be pred icted  
Which variables?
From the preliminary data analysis, stigma, resilience, and measures of Physical, 
Psychological, Social and Environmental QoL are known to correlate with at least 
one aspect of bumout to some degree. From the previous literature, other variables 
were hypothesised to influenee the development of bumout. These include:
• Carer gender
• Carer age
• Number of hours spent earing
• Duration of care provided.
On this basis, ten predictor variables were eonsidered for predieting bumout. A priori 
power calculations suggested that a minimum sample size of 118 was required for a 
regression model with 10 predictor variables. The sample size aehieved in the current 
study is considerably below this minimum and the study is eonsequently 
underpowered for the planned analysis. Tabachniek and Fidell (2007) diseuss a 
number of mles of thumb as altematives to determining sample size based on power 
analytical techniques. They state that a higher eases to predietors ratio is required 
when the dependent variable is skewed, small effect sizes are expected, or large 
measurement error is anticipated. Bearing this restriction in mind, Tabachniek and 
Fidell (2007) cite Green (1991) who suggests that a minimum sample sized be 
estimated using 50+8w, where m is the number of predietors. Green’s mle of thumb 
stipulates that for a sample size of 74 with a medium effect size no more than 3 
predictors should be used in a regression model.
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Bootstrapping analysis
Practical restraints on recruitment to social sciences research frequently limit sample 
size to below what is required for an adequately powered analysis. Kramer and 
Rosenthal (1999) suggest one strategy to address this is to report effect sizes, in order 
to avoid making a Type II error. Other proposed solutions include bootstrapping 
(Efron, 1979). Yung and Chan (1999) argue for the use of this statistical strategy as a 
solution to the problem of non-normal distributions in small sample research. The 
bootstrap procedure may be summarised thus:
1. A pseudo-population is defined -  usually as the distribution of the sample 
data.
2. N  independent random observations are drawn, with replacement, from the 
pseudo-population. These N  observations comprise a bootstrap sample.
3. The statistics of interest are computed for the bootstrap resample.
4. The resampling is repeated B times, giving B sets of bootstrapped values for 
the statistic of interest.
5. The distribution of bootstrapped values is the bootstrap distribution of the 
statistics.
(Yung & Chan, 1999)
Bootstrapping is a computationally demanding strategy, which permits 
approximation of standard errors and parametric and non-parametric confidence 
intervals around observed statistics (e.g., regression coefficients) from the original 
model of a sample (Efron & Tibshirani, 1986). Bootstrapping therefore allows 
supplementation of existing analyses (e.g., ordinary least squares regression) to 
provide more accurate confidence intervals and inference statistics. The procedure 
has been shown to be useful in addressing the problems of significantly skewed 
dependent variables (Neal & Simons, 2007). Although two of the dependent 
variables in this study (EE and PA) were found to be normally distributed, one (DP) 
was not. Bootstrapping was therefore considered to be an appropriate strategy for 
estimation of confidence intervals for Beta coefficients.
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No fixed rules exist for determining B, the number of sets of bootstrapped values. 
Efron and Tibshirani (1986) report that as few as 25 bootstrap replications can be 
useful, but they suggest confidence interval estimations require more computational 
effort, with a minimum suggested B of 1000 resamples. Bootstrap regression 
analyses (Levesque, 2004), using a forced entry method, were carried out for each of 
the three domains o f bumout (table 13 - EE, table 14 - DP and table 14 - PA) using 
1000 sets of bootstrap values.
Table 13 Beta coefficients and confidence intervals o f  the forced entry bootstrap 
regression analysis fo r  EE
Independent variables B
95 % confidence interval
Lower bound Upper bound
Carer gender .192 -.070 .427
Carer age .007 -.272 .176
Years of caring .004 -.201 .191
Weekly hours of care .248 -.011 .487
Resilience (RS) .257 -.083 .619
WHOQOL Physical -.128 -.438 .180
WHOQOL Psychological -.594 -1.101 -.082*
WHOQOL Social -.027 -.310 .231
WHOQOL Environmental .038 -.303 .355
Stigma (DDS) .023 -.203 .262
* Confidence interval does not contain zero
Table 14 Beta coefficients and confidence intervals o f  the forced entry bootstrap 
regression analysis fo r  DP
Independent variables B
95 % confidence interval
Lower bound Upper bound
Carer gender .173 -.093 .468
Carer age -.215 -.410 -.032*
Years of caring .091 -.159 .326
Weekly hours of care -.082 -.308 .145
Resilience (RS) .029 -.302 .341
WHOQOL Physical -.155 -.354 .217
WHOQOL Psychological -.444 -.711 -.158
WHOQOL Social -.363 -.617 -.125*
WHOQOL Environmental .137 -.170 .432
Stigma (DDS) .164 -.077 .427
* Confidence interval does not contain zero
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Table 15 Beta coefficients and confidence intervals o f  the forced entry bootstrap 
regression analysis fo r  PA
Independent variables B
95 % confidence interval
Lower bound Upper bound
Carer gender .117 -.127 .383
Carer age -.041 -.254 .179
Years of caring .058 -.212 .315
Weekly hours of care .099 -.160 .357
Resilience (RS) .271 -.117 .671
WHOQOL Physical -.132 -.451 .192
WHOQOL Psychological .204 -.230 .651
WHOQOL Social .205 -.076 .492
WHOQOL Environmental -.001 -.342 .349
Stigma (DDS) .127 -.113 .368
Effect sizes
As the actual sample size may not have given adequate power, effect sizes were 
examined, as recommended by Kramer and Rosenthal (1999). These are given in 
table 16.
Table 16 Effect sizes (Pearson’s r) fo r  EE, DP and PA
EE DP PA
Carer gender .05 .08 .12
Carer age .00 -.22 .13
Years of caring .05 .08 .07
Weekly hours of care .40 -.04 .11
Resilience (RS) -.24 -.27 .42
WHOQOL Physical -.44 -.17 .07
WHOQOL Psychological -.49 -.35 .41
WHOQOL Social -.32 -.46 .34
WHOQOL Environmental -.38 -.24 .15
Stigma (DDS) .15 .20 .08
No large effect sizes were observed. Some, but not all of, the observed effect sizes 
could be defined as small to medium (Cohen, 1992; Cohen, et a/., 2011) and in the 
direction predicted by previous research and Hypotheses 2, 3 and 4.
Standard regression analyses
Since the bootstrap estimation of confidence intervals for the Beta coefficients 
indicated that at least some of the predictor variables were important in the prediction 
of bumout, the use of standard regression analyses was considered, in order that the 
amount of variance (R^) that was accounted for by the planned regression models 
could be estimated. Although the assumptions of categorical or continuous predictor
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variables, which were independent and not perfectly collinear, were met for all three 
analyses, other important assumptions were not met. Preliminary analysis showed 
that DP was not normally distributed and examination of the residuals from a 
regression model showed that the assumption of homoscedasticity was violated. 
Therefore the regression analysis would be weakened for this outcome variable 
(Tabachniek & Fidell, 2007). Only two predictor variables (WHOQOL Physical and 
WHOQOL Psychological) were linearly related with both of the other two 
dimensions of bumout. The effect sizes of carer age, carer gender, years of caring 
and hours of caring were not considered to be large enough to conduct adequately 
powered planned regression analyses with the achieved sample size. Although the 
effect sizes for resilience was medium and in the predicted direction (0.42) for PA, 
the effect sizes for EE and DP indicated that the study was likely to have been 
underpowered for the planned analyses.
Whilst acknowledging these limitations, three standard regression analyses were 
carried out for each of the dependent variables EE, DP and PA, with the same ten 
independent variables that were entered into the bootstrap sample multiple 
regressions. Multiple R  ^indicates how much of the variance is accounted for by each 
regression model from our sample (Field, 2005). Since multiple R never takes on a 
negative value, all chance fluctuations are in a positive direction, adding to the value 
of R .^ This overestimation is greatest when the sample size is small and there are a 
large number of predictors (Tabachniek & Fidell, 2007). SPSS uses Wherry’s 
formula (1931) to calculate the adjusted R ,^ which is an estimate of the population 
value of R .^ The adjusted Revalues for these regression models (tables 17,18 and 19) 
were therefore interpreted with caution as representative of the likely amount of 
variance accounted for by the predictor variables.
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Table 17 Predictor variables fo r  EE
B S E E P
Constant 43.42 17.10
Garer gender 6.53 3.67 .20
Garer age -0.04 0.12 -.03
Years of caring -0.01 0.16 -.00
Weekly hours of care 0.06 0.03 .24*
Resilience (RS) 0.15 0.10 .24
WHOQOL Physical -0.50 0.59 -.12
WHOQOL Psychological -2.80 0.97 -.60**
WHOQOL Social -0.07 0.48 -.02
WHOQOL Environmental 0.14 0.71 .03
Stigma (DDS) 0.03 0.24 .01
Table 18 Predictor variables fo r  DP
B S E E P
Constant 6.87 6.07
Carer gender 1.88 1.30 .17
Carer age -0.08 0.04 -.21
Years of caring 0.04 0.06 .09
Weekly hours of care -0.01 0.01 -.09
Resilience (RS) 0.01 0.03 .05
WHOQOL Physical -0.08 0.21 -.06
WHOQOL Psychological -0.32 0.34 -.21
WHOQOL Social -0.46 0.17 -.37**
WHOQOL Environmental 0.23 0.25 .14
Stigma (DDS) 0.12 0.09 .16
Table 17 Predictor variables fo r  PA
B S E E P
Constant -5.53 10.72
Carer gender 2.26 2.30 .12
Carer age -0.02 0.07 -.04
Years of caring 0.05 0.10 .06
Weekly hours of care 0.01 0.02 .09
Resilience (RS) 0.10 0.06 .27
WHOQOL Physical -0.33 0.37 -.14
WHOQOL Psychological 0.56 0.61 .20
WHOQOL Social 0.45 0.30 .21
WHOQOL Environmental 0.04 0.45 .01
Stigma (DDS) 0.17 0.15 .13
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The regression models explained only a small amount of the variance in the domains 
of bumout. This amount of variance accounted for was largest for EE (29.5%), 
smallest for PA (18.4%) and intermediate for DP (20%). The amount of bumout 
population variance that was explained by variables not included in the models was 
more than 70% for every bumout domain.
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Discussion
Summary of the findings
Carers of adults with SEMI will experience high levels of burnout.
Bumout was widespread and severe in this sample; the majority of SEMI carers
experienced bumout, as measured by high scores on one or more domain of the MBI 
bumout scale and 5% experienced high levels of bumout on all three domains, 
indicating that they were suffering from bumout syndrome. Levels of EE and PA 
were higher and DP was lower than those found in most other groups of informal 
carers or health professionals.
Burnout will be related to stigma. The carers in this study experienced a high level 
of stigma. As predicted, experienced stigma was shown to be related to EE and PA, 
although the effect size for EE was small. Stigma was found to be unrelated to DP.
Burnout will be related to resilience. Resilience levels for SEMI carers were lower 
than those reported for the general population of intemet users (Wagnild, 2010b). 
Average resilience scores were within the range of scores classified as ‘Low’ and at a 
level that is associated with depression and anxiety (Wagnild, 2010a). As predicted, 
higher levels of resilience were associated with lower levels of bumout for some 
bumout domains, although resilience was not related to DP and the relationship was 
small for EE.
Burnout will be related to quality of life (QoL). QoL for SEMI carers was found to 
be lower than the general UK population scores in the validation study of the 
WHOQOL-BREF measure (Skevington, et a l, 2004). As predicted, higher levels of 
EE were associated with lower QoL on all domains of QoL and a higher rating of PA 
through caring roles was associated with higher QoL. Higher levels of DP were 
inversely associated with most domains of QoL, with the exception of Physical QoL, 
which was unrelated to DP.
Burnout may be predicted. Bootstrap estimation of confidence intervals suggested 
that Psychological QoL and Social QoL significantly predicted EE and DP 
respectively, when the effects of all other predictors were held constant. The other
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variables that were hypothesised to predict PA were not found to do so independently 
of one another in the bootstrap analysis. Although the achieved sample size was less 
than a priori power calculations indicated was necessary for the planned regression 
analyses, predictive multiple regression models for each of the bumout domains were 
carried out. Predictive regression models were poor, accounting for less than one 
third of the variance in each domain. This indicates that other factors that were not 
explored in this study were more important in predicting domains of bumout.
Carer burnout: Interpretation in light of the literature 
Extent of burnout
Most of the literature investigates factors relating to bumout in paid professionals. 
One of the fundamental assumptions of the current research was that informal carers 
are equally likely to be negatively affected through the stress and burden of their 
caring roles, leading to high levels of bumout in this group. Carers in this study 
experienced EE at higher levels than almost all groups of psychiatric health 
professionals. Although nurses, psychologists and psychiatrists were previously 
reported to have conceming levels of EE, the level found in professional groups is 
lower than that of unpaid SEMI carers in the current study (Kumar, 2007; Maslach & 
Jackson, 1986; Reininghaus & Priebe, 2007; Sorgaard, et a l, 2007). The only 
professional group who experience EE at a level exceeding that of informal SEMI 
carers are social workers (Reininghaus & Priebe, 2007). Bumout, measured by low 
levels of PA, was also much higher for SEMI carers than all groups of psychiatric 
professionals (Kumar, 2007; Maslach & Jackson, 1986; Reininghaus & Priebe, 2007; 
Sorgaard, et al., 2007). Levels of DP were lower than most groups of professional 
psychiatric carers (Kumar, 2007; Maslach & Jackson, 1986; Reininghaus & Priebe, 
2007; Sorgaard, et a l, 2007); only psychologists experienced similarly low levels of 
DP to carers in the current study.
Carers in the current study experienced levels of EE that were higher than those 
reported in most previous studies of informal carers (Angermeyer, et a l, 2006; Conn, 
2009; Ybema, et a l, 2002). Only those providing informal care for people with 
motor neurone disease are reported to experience higher levels of EE than people 
caring for those with SEMI (Conn, 2009). In contrast, the levels of DP for SEMI 
carers were broadly similar to those reported for people caring for adults with cancer
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(Conn, 2009) and lower than those reported in previous studies of informal carers 
caring for people with other life limiting illnesses (Conn, 2009; Ybema, et a l,  2002) 
and psychiatric diagnoses (Angermeyer, et a l, 2006). The mean scores for PA were 
lower than those found in informal carers of people with psychiatric diagnoses 
(Angermeyer, et a l, 2006), and lower than in those providing informal care for 
people with physical health diagnoses (Conn, 2009; Ybema, et a l, 2002).
Prevalence
Although prevalence was high in this sample, the quality of bumout appeared to be 
very different in this unpaid group. Just over five per cent (5.4) of carers met criteria 
for bumout syndrome, as defined by high scores on all three domains (Maslach & 
Jackson, 1986). Few studies have reported the proportion of health professionals 
experiencing bumout syndrome. Of those that do, the picture is mixed, with similar 
levels of the syndrome seen in doctors in Holland (Prins, et a l, 2010) and social 
workers in the UK (Evans, et a l, 2006; Evans, et a l, 2005) and higher levels 
reported for psychiatrists in England (Mears, et a l, 2007) and psychiatric nurses in 
Iran (Sahraian, et a l, 2008). The only comparable (unpublished) study reporting 
bumout syndrome in informal carers indicated that almost twice as many people (9.2 
%) caring for adults with a life limiting illness experienced the syndrome (Conn, 
2009).
Many studies of professional psychiatric carers report lower EE prevalence than the 
current study (Gibson, et a l, 1989; Hanrahan & Aiken, 2008; Kumar, et (z/., 2011; 
Prins, et a l, 2010; Soler, et a l, 2008; Taylor, et a l, 2005), although a smaller 
number report EE prevalence at a similar or higher level (Ackerley, et a l,  1988; 
Kumar, 2007; Mealer, et a l, 2009). EE prevalence was approximately similar to the 
only other study reporting prevalence in informal carers (Conn, 2009). Although DP 
prevalence is less widely reported, studies suggest prevalence is higher in doctors 
(Kumar, et a l, 2007; Prins, et a l, 2010; Soler, et a l, 2008), nurses (Mealer, et a l, 
2009), social workers (Gibson, et a l, 1989), and psychologists (Ackerley, et a l, 
1988; Boakes, 1998) than carers in the current study. Only Iranian nurses are 
reported to have DP prevalence as low as the current study; this study reported a 
mixed group of general and psychiatric nurses (Sahraian, et a l, 2008). High PA
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bumout was much more prevalent in SEMI carers than most professional groups 
(Ackerley, et a l, 1988; Kumar, et a l, 2007; Mealer, et a l, 2009; Sahraian, et a l, 
2008; Soler, et a l, 2008), although 100 per cent of qualified social workers in 
Northem Ireland reported bumout, defined as low levels of PA (Gibson, et a l, 1989).
The development of burnout in informal carers
Most bumout researchers have hypothesised that EE is the fundamental component 
of bumout, although Golembiewski and Munzenrider (1988) have emphasised the 
centrality of DP in development of professional carer bumout. Maslach’s (Maslach, 
1982a, 1982c) and most other bumout models (Lee & Ashforth, 1993a; Leiter & 
Maslach, 1988) propose that bumout syndrome develops when interpersonal 
demands, detached concem, and distancing lead to raised EE. High EE leads in tum 
to professionals depersonalising the people they care for and a consequent decline in 
their personal accomplishment at work. To date, examination of bumout in informal 
carers is very limited; studies have been exploratory and restricted to cross sectional 
designs. It is not possible, with the available evidence, to hypothesise about how 
different components of bumout may be causally related in informal carers. The 
current sample of carers showed high levels of both EE and PA along with very low 
levels of DP, which calls into question Maslach’s assumption that DP is causally 
prior to PA. It is likely that different casual mechanisms could underlie the 
development of bumout in informal carers.
Individual characteristics and burnout
Reviews of the sociodemographic factors predicting bumout suggests that gender 
and age are two characteristics that are consistently related to bumout (Maslach, et 
a l, 2001; Schaufeli & Enzmann, 1998a). Gender is known to influence bumout in 
paid carers; women are reported to experience more EE whilst men have higher 
levels of DP (Schaufeli & Enzmann, 1998b). Effects of gender were not noted in this 
study. It is possible that gender effects could be attributable to differences in 
professional occupational roles between men and women, or to female professionals 
having greater work stresses due them being more likely to fulfil informal as well as 
professional caring roles (Schaufeli & Greenglass, 2001). Given that 77% of the 
carers in this research were women, the hypothesis that women do more than their 
share of informal caring was supported in this sample.
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Bumout is consistently observed in younger employees at early stages of their 
careers (Maslach, 1982c; Pines & Aronson, 1988c), and the MBI manual (Maslach, 
et a l, 1996b) documents a decline in all three bumout domains with increasing 
age/experience. Carer age was not found to be associated with bumout in preliminary 
analyses and age did not independently predict bumout variance in the bootstrapping 
analysis. The small effect sizes for the relationship between age and the EE and PA 
bumout suggests that the non significant results in this research are unlikely to be 
attributable to a lack of power. There was a stronger negative relationship between 
DP and age, concurring with the literature on paid carers but this must be interpreted 
with caution given that levels of DP were found to be so low in this sample.
It is important to remember that, for health professionals, age may be confounded 
with working experience since the two are likely to be highly correlated. This is not 
necessarily the case for informal carers who may assume caring roles at later stages 
of their lives. The lower levels of bumout in older/more experienced employees have 
been attributed to a survival bias effect (Schaufeli & Enzmann, 1998a) and it is 
possible that this effect may have biased the results of the current study; with older 
carers with more years of care provision relinquishing these roles when they become 
too burdensome. The effects of years of caring on the level of bumout were found to 
be small for all variables, which suggests that carers who participated may have 
received protection from the long term effects.
The carers in the study provided an average of more than fifty six hours of care each 
week and thirteen people (18%) provided round the clock care. Given that bumout is 
known to be associated with heavy workloads in professionals (Lee & Ashforth, 
1996a), it was expected that informal carers providing more care would have higher 
levels of bumout. Although preliminary and bootstrapping analyses suggested that 
hours of weekly care was not related to any aspect of bumout, the effect size for 
hours of care and EE was quite large suggesting that this variable may have predicted 
variance in EE if the study had been adequately powered.
Levels of resilience in the sample were lower than the average population (Wagnild, 
2010b) and less than that reported for other groups of carers (Wagnild & Young,
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1989). Resilience was not predictive of bumout in this study. However, the effect 
sizes were all medium and in the predicted direction. It is possible that the study was 
underpowered for detection of the protective influence of carer resilience and further 
research looking at the influence of individual and family resilience may be merited.
Implications for clinical practice
This research has shown that informal mental health carers experience bumout at a 
level similar or even higher to health professionals. Although adapted forms of the 
MBI-HSS have been used previously with informal carers, it is possible that further 
work is necessary to develop a more reliable and valid screening tool for carer 
bumout. In particular, the DP domain of the MBI scale appeared to lack face validity 
for carers whose responses were at the extreme low end for many items of this scale. 
Maslach’s MBI measure was originally developed in consultation with staff working 
in “people professions”. It would be helpful if clinical psychologists, who are trained 
in the development and evaluation of appropriate psychometric measurement tools, 
used their skills in developing outcome and other measures to collaborate with 
service users and carers in developing a bumout assessment that is acceptable to 
carers and easy to administer.
Clinical psychologists have a role in working with service users, staff and carers and 
they are well placed to support staff teams in recognising and preventing carer 
bumout. Carers play an important role in supporting people with mental health 
difficulties, which is recognized in Standard 6  of the Care Programme Approach 
Assessment (CPA) National Service Framework for Mental Health. This standard 
states that all individuals who provide regular and substantial care for a person on 
CPA should have “an assessment of their caring, physical and mental health needs, 
repeated on at least an annual basis” (Department of Health, 1999). Given that 
bumout is likely to impact negatively upon carers’ ability to continue in this 
capacity, psychologists have a role in educating staff teams about the nature and 
implications as part of regular carers’ assessments.
Although carer bumout was widespread and severe in this sample, few of the 
hypothesised predictors in this study were found to explain the development of
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bumout in SEMI carers. Inadequate understanding of the risk and protective factors 
impedes the development of clinical interventions to prevent carer bumout.
Clinicians and researchers have developed and evaluated effective intervention 
programmes to prevent or reduce health professional bumout (Nayoung, et a l, 2010; 
Nielsen & Tulinius, 2009; Scamera, et a l, 2009). It could be helpful if psychologists 
took an active role in researching the factors that predispose carers to bumout, so that 
interventions to prevent the breakdown of the vital (unpaid) support that informal 
carers provide can be developed.
Critical evaluation 
Strengths
Extending the existing literature on carers
The current study provides a useful contribution to the exploratory research 
investigating the phenomena of bumout in informal carers. To my knowledge, only 
five other studies have investigated whether unpaid carers experience bumout and 
the only other UK study is not yet published (Conn, 2009). This research also 
replicated the finding of the single published study examining the nature of bumout 
in those providing care for adults with SEMI, adding to the small body of research 
showing that informal carers experience levels of bumout that are similar to paid 
professionals. Whilst it is impossible to draw firm conclusions from two small 
studies, this study provides some evidence suggesting that the quality of bumout in 
UK carers may be quite different to that of German informal carers of people with 
psychiatric diagnoses who showed much lower levels of EE (Angermeyer, et a l, 
2006).
Methodology
The online research methodology permitted carers who reported that they provided 
round the clock care to participate in research at their own convenience; informal 
feedback given to the researcher suggested that some carers valued this highly. Other 
studies of carer bumout have utilised local convenience sampling through face to 
face clinical contacts with patients with diagnoses and their carers. By utilising an 
online research methodology, this research facilitated wider sampling from across the 
UK, potentially increasing the generalisability of the findings. Additional benefits 
were that participants who completed the survey in less time than was necessary to
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read the questions and to consider and give a response to them could be excluded, 
along with participants from outside the UK. Although a dual methodology with 
paper and online versions of the questionnaire was considered in planning the study, 
guidance from a peer review panel suggested that a single methodology was 
preferable. Eventually, in response to participant requests, an ethics amendment was 
sought allowing those who did not have access to the intemet to be provided with 
paper copies of the questionnaire. Thus, the mixed methodology increased 
comparability to previous research, which has mostly used pen and paper protocols.
Sampling
As discussed in the introduction to this research, carers often identify themselves in 
this role reluctantly. The sampling method employed, in which carers were contacted 
through mental health and carers’ organisations, allowed self recruitment of people 
who identified themselves as care providers for people that they subjectively 
considered fulfilled the inclusion criteria of having a severe or enduring mental 
health problem. Consequently, people providing care for adults who don’t access 
services, or someone without a diagnosis, were eligible to take part in the research. 
This was a quality of the research that was highly commended by the research panel 
of a national mental health organisation, who formally reviewed the research 
protocol and study materials before advertising the study to their member networks. 
Feedback from a small number of carers, on intemet fomms and by email, was given 
to the researcher that this inclusive self-defined approach was valued by participants. 
Clinical psychologists are currently trained to take a formulation led approach to 
mental health difficulties (Carey & Pilgrim, 2010; Johnstone & Dallos, 2006). 
However, although there is a strongly critical approach to diagnostic approaches 
within the profession (British Psychological Society, 2011); the requirement that 
psychologists provide evidence based interventions often leads to the domination of 
diagnostic approaches in recmiting to research (Davey, 2003).
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Limitations 
Sample size
The achieved sample size was considerably below that required to achieve power for 
the planned regression analyses, which is a major limitation of the study. Although 
extensive and severe bumout was observed in carers of adults with SEMI, the sample 
size prevented analysis of the personal demographic and individual factors that 
predicted the three domains of bumout in this group. It is hoped that this serious 
limitation will be addressed by the ongoing collection additional data, so that a re­
analysis including the planned regression analyses can be conducted with a larger 
sample size, to enable submission of this research for publication.
Recruitment to the study
Research has shown that inducements to participation including reimbursements, 
rewards, lotteries and other incentives can maximise recmitment to research studies 
(Goritz, 2010). Early in the design of this research an ethical decision was taken not 
to offer inducements to carers, since it was assumed, following discussion with a 
number of service user and carer consultants, that carers may be more likely to 
participate through an altmistic desire to contribute to research that could benefit 
other mental health carers in the future. In retrospect, it may have been advisable to 
utilise some of the limited available research budget"^  ^to offer an incentive for 
participation. Carers receive many invitations to participate in research studies of 
very variable quality. A quick survey of the research pages on carer and user group 
websites that this research study was listed on revealed that many research 
psychologists offered incentives to participants. Shield and Peam (2007) have argued 
that inducements are not ethically compromising if potential volunteers are tmly free 
to make an informed choice about research participation. It is possible that some 
carers may have believed that this research would not value their input and time as 
highly as other research studies investigating carer experience.
Concerted attempts were made to maximise participation in the research, by 
dissemination of information about the study to a very large number of national 
carers and mental health organisations. Despite this, recruitment was frustratingly
The available research funds were used to pay for permission to amend the MBI, and for copying 
and distribution o f the paper questionnaires. The actual costs o f these exceeded the monies available.
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slow and often challenging. Direct telephoning was used as an initial contact method 
before details of the study were emailed to the appropriate person in each 
organisation. Several carers’ groups and mental health organisations requested that 
the researcher visit their organisation"^^ in order to present the research and ‘promote’ 
the study to their members, thereby offering carers something in return for 
participation. Given the time and financial constraints of the study, this recruitment 
strategy was not adopted. It is possible that focusing on a smaller number of local 
carers and mental health organisations may have resulted in a larger more focal 
sample. The generalisability of the results may have been reduced had this approach 
been taken.
It is not possible to calculate a response rate given the methods of recruitment to the 
study. Retention rate, defined as the number of carers who completed the online 
survey having visited the study website, was 39%, which is relatively low when 
compared to the response rates reported for bumout research in professional carers. 
One possibility is that the PIS was off-putting to carers, using unhelpful language or 
being perhaps too verbose. Almost all participants who read the PIS and then 
consented went on to complete the entire questionnaire, which suggests that the PIS 
could have been excessively long relative to the actual study questions.
The sample size was further reduced by exclusion of carers who provided care to 
people with diagnoses other than SEMI. A major ethical flaw of the research, which 
was not picked up by the researcher, or the ethics scmtiny process, was that the 
exclusion criteria were not made clear enough to potential participants. The fact that 
people caring for adults with cognitive impairment (e.g., learning disability, brain 
injury, amnesia or dementia) was not explicitly stated in the PIS. As a consequence 
of this omission, a significant number of carers took time from their busy caring 
lives"*^  to contribute research data that could not be used in the analysis.
Two o f these organisations were in Scotland, one was in Wales and the other five were across 
England.
The mean number o f caring hours was more than 56 and the modal response was the theoretical 
maximum of 168.
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Measures
Although previous studies used adaptations of the MBI with some reworded items to 
improve the relevance for informal carers (Conn, 2009; Cuijpers & Stam, 2000; Stam 
& Cuijpers, 2001), the validity of these adapted measures has not yet been 
demonstrated. The pattern of informal carers’ scores on EE and PA was broadly 
similar to that of professional carers. In this research, more than one third of carers 
scored zero on the DP domain and even after these participants were removed the 
distribution remained significantly positively skewed. This suggests that DP may not 
be a valid domain to study in informal carers. It is possible to hypothesise that being 
in an enduring kinship/loving relationship with the recipient may have inoculated 
informal carers against depersonalization of the person they cared for. However, 
another alternative is that the phrasing of items from this domain of the scale, whilst 
appropriate to those who are paid to care, was not suitable for informal carers. In the 
development of the original MBI scale, Maslach and colleagues (Maslach, et al., 
1996a) excluded preliminary items that had a high frequency of ‘never’ responses 
from the scale. Following this logic, the DP domain must be interpreted with caution. 
It is possible that other measures (BM, Pines & Aronson, 1988b) may be more 
appropriately utilised for investigating bumout in formal carers.
Future Research
Although this was a small and somewhat underpowered study, it is clear that 
informal mental carers do experience high levels or bumout. Whilst it is hoped that 
the sample size can continue to be increased for reanalysis of the current study, it 
would be worthwhile investigating whether the same pattem of bumout is observed 
within larger samples. Given the prevalence of mental health caring, it would be 
interesting to explore whether carers who have formal contact and support from 
mental health services experience the same high levels of bumout. Since policy 
indicates that carers who are caring for someone on enhanced CPA should be offered 
an assessment, care plan and regular reviews from NHS services, studies 
investigating whether these elements of professional support of carers afford 
protection from bumout would also be useful.
Although the effects sizes were mostly in the direction predicted by the research 
hypotheses, demographic variables and stigma were only weakly associated with
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bumout in this sample. It is likely that other individual differences, or caring 
circumstances, not investigated in the current research, may be more relevant to the 
development of bumout. This study investigated stigma and QoL, which have been 
identified as key issues facing mental health carers and which may act as a barriers to 
seeking professional help and services (Princess Royal Tmst for Carers, 2011). Other 
issues are important, including suicidal or violent behaviour in care recipients and 
extemal factors such as financial and employment stresses and poor availability of 
suitable respite services (Princess Royal Tmst for Carers, 2011).
Conclusions
This study has explored the issue of bumout in carers of people with severe and 
enduring mental health problems. Whilst it is clear that carers experience high levels 
of Emotional Exhaustion and reduced Personal Accomplishment, Depersonalization, 
which is a characteristic of bumout in professional groups, was found to be relatively 
low in people caring for others with mental health difficulties. The use of measures 
adapted from the MBI scale, developed for studying the bumout phenomenon in 
professional caring groups is perhaps questionable. An altemative strategy to 
studying bumout in informal carers may be to develop measures that have greater 
face validity for this population.
The research has sought to clarify the possible precursors of bumout in carers of 
adults with severe and enduring mental illness. Given the paucity of literature on 
bumout in carers, the literature on professional health carers was reviewed to inform 
hypotheses about the likely risk and protective factors for bumout in informal carers. 
Some of the factors that were predicted to be associated with the development of 
bumout in this group were found to correlate with the three bumout domains. Other 
factors that are known to be associated with bumout in paid carers were found to be 
unrelated to bumout in this group. This suggests that the development of bumout 
may have different mechanism in family and other people who care informally.
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Appendix 2 -  Email advertisement for study
ONLINE STUDY OF CARER EXPERIENCE
• Are you caring for an adult with a severe or enduring mental 
health problem?
• Do you have access to the internet?
• Do you have 20-30 minutes to complete a questionnaire study 
about your experiences?
This online study is looking at the experience of adults in the UK who 
are giving unpaid care to family and friends with severe and enduring 
mental health difficulties.
I am undertaking this research for my Clinical Psychology doctoral 
thesis based at the University of Surrey. This study has received a 
favourable ethical opinion from the University of Surrey’s Faculty of 
Arts and Human Sciences Ethics Committee.
Interested?
Please visit the following webpage 
W W W  http
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Appendix 3 -  Participant Information Sheet 
Participant Information
I would like you to invite you to take part in a research study. Before you decide you 
need to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully.
Please consider whether there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you would like to take part.
The research is being conducted under British Psychological Society and Health 
Professionals Council guidelines for ethical conduct of research. This means:
• Details of the research must be explained to you before you decide to participate.
• You do not have to take part and do not have to provide a reason for not taking part.
• Once the research data has been collected, if you are interested you have the right 
to get information about the findings by mail or post.
• All data will be anonymous. The findings may be published but you will not be 
personally identifiable. The data you give will be pooled with data collected from 
other people.
What is the purpose of the study?
This study is being conducted by Kirstie Chandler, as part of my training to be a Clinical 
Psychologist at the University of Surrey. I am carrying out this research study, as part of my 
PsychD qualification, to find out what is the impact of caring upon carers of people with 
severe and enduring mental health problems.
I am hoping to find out more about nonprofessional carers’ experience of caring, and 
develop a better understanding of the risk and protective factors that may contribute to 
burnout in carers.
Thank you for reading this.
224
Research Dossier MRP
Why have I been invited?
You're being asked to take part because you consider yourself to be a family or unpaid carer 
of an adult with severe and enduring mental health problems.
Do I have to take part?
It is up to you to decide whether or not to take part.
If you do decide to take part you will be asked to visit a website that is given at the bottom of 
this page:
What will happen to me if I take part?
If you decide to take part, you will be asked to complete an online questionnaire that asks for 
details about yourself, the person that you care for and the caring relationship between you. 
You will also be asked questions about your personal experience of caring. This study has 
been reviewed and given a favourable ethical opinion by the Faculty of Arts and Human 
Sciences Ethics Committee at the University of Surrey. The questionnaire should take 
between 20 and 30 minutes to complete. There is no time limit so please work at your own 
pace, however do complete the questions on your own without any assistance.
Firstly you will be asked a series of questions about yourself.
Then you will be asked a series of questions about the person you care for and your 
relationship to them.
Finally you will be asked some more questions about your experience of caring.
What are the possible disadvantages/risks of participating in the study?
Some carers may find that thinking and answering questions about their caring role is 
distressing. If you do:
• You may decide to end your participation in this online questionnaire study at any 
point.
• You may access support from carers’ support services at the following 
organisations:
o  Carers Direct Heipiine (NHS)
®  0808 8020202 (Mon-Fri 8am-9pm, Weekends 11am-4pm)
WWW: http://www.carersdirectenauirv.nhs.uk/
o  Carers UK
#  0207 3784999 (Weds & Thurs 10am-12pm and 2pm-4pm)
Email: adviceline@carersuk.org
o  Princess Royal Trust for Carers
@ (London Office) 0844 8004361
(Scotland Office) 0141 2215066
(Wales 0ffice)02920 221788 
Email: (London office) info@carers.org
(Scotland Office) infoscotland@carers.org
(Wales Office)infowales@carers.org
• You may access 24 hour emotional support from Samaritans
@ 08457 909090
Email: io@samaritans.org
What are the possible benefits?
Some carers enjoy having an opportunity to express their views about their caring role. They 
feel respected and listened to. The information we get from the study may help us develop a 
better understanding of the impact of the caring role upon people who care for adults with 
severe and enduring mental health difficulties. There will be no direct gains for you.
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What if there is a probiem?
It is unlikely that anything would go wrong. In the event that thinking and answering 
questions about your experience of caring makes you distressed you could withdraw at any 
time.
You could also discuss your difficulty with my supervisor, Dr Chris Fife-Schaw, @ 01483 
686873, e-mail: c.fifecschaw@surrev.ac.uk
Confidentiality
The research data will be treated with respect and in complete confidence. Responses to the 
online survey will be anonymous. Identifying information will include age, gender and 
ethnicity of carers and age, gender, ethnicity and diagnosis of the person they care for. We 
will ensure your anonymity is protected by removing your contact details from the main body 
of the questionnaire. Individual participants will not be identifiable within the final report. 
Survey data will only be available to the project researcher (Kirstie Chandler) and her 
supervisor (Dr Sue Thorpe). All information you provide will be used only for the purpose(s) 
for which it is collected, and not in any other way without your consent. Records pertaining to 
the final report will be stored for 5 years in locked storage facilities within the Psychology 
Department, as required by the University of Surrey. After this period all records will be 
destroyed. All data will be held in accordance with the Data Protection Act 1998.
What will happen to the results of the research study?
I am doing this as part of my training to be a Clinical Psychologist. It will form part of the 
portfolio I submit for examination. A copy of the research will be kept in the library at the 
University of Surrey.
I also hope that the results will be published for other professionals to read. I will share the 
results with other professionals so that they can learn from this too. All details that are 
personal to you will be changed or taken out of any report or talks that I give. I will also write 
a summary of the research for all carers who have taken part. This summary will be 
available to carers from September 2011.1 will make copies of any published work available 
once these have been completed. You would be able to get a copy of these documents in 
the post by writing to:
Who has reviewed the study?
The research has been checked by the University of Surrey Faculty of Arts and Human 
Sciences Research Ethics Committee (FANS REC) who have reviewed the study and given 
a favourable opinion.
What do I do now?
If you would like to take part in the study, please click on the web link below:
[Insert weblink here]
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How can l'find out more about the study?
If you you'd like to find out more about the research, or feel any discomfort with the 
procedure, please feel free to contact me or my supervisor. Professor Chris Fife-Schaw
Professor Chris Fife-Schaw: c.fide schaw@surrev.ac.uk
Thank you for reading this information
227
Research Dossier MRP
Appendix 4 - Copies of paper versions of study documents 
(PIS, Consent form and Questionnaire)
UNIVERSITY OF
S U R R E Y
P artic ip an t Inform ation S h e e t 
Research Title:
A  q u a n tita tiv e  in v e s tig a tio n  o f  b u rn o u t a n d  r e s ilie n c e  in in fo rm a l  
c a r e r s  o f  p e o p le  with s e v e r e  a n d  en d u r in g  m e n ta l  h e a lth  
p r o b le m s .
I would like you to Invite you to take part In a research study. Before you decide you 
need to understand why the research Is being done and what It would Involve for you. 
Please take time to read the following Information carefully.
Please consider whether there Is anything that Is not clear or If you would like more 
Information. Take time to decide whether or not you would like to take part.
What Is the purpose of the study?
This study is being conducted by Kirstie Chandler as part of my training to be a Clinical 
Psychologist at the University of Surrey. I am carrying out this research study as part of my 
PsychD qualification to find out what is the impact of caring upon carers of people with 
severe and enduring mental health problems.
I am hoping to find out more about nonprofessional carers’ experience of caring, and 
develop a better understanding of the risk and protective factors that may contribute to 
burnout in carers.
Thank you for reading this.
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W hy have I been invited?
You're being asked to take part because you consider yourself to be an unpaid carer of an 
adult with severe and enduring mental health problems.
Do I have to take part?
It is up to you to decide whether or not to take part.
If you do decide to take part you will be asked to complete a questionnaire and return this 
anonymously to the researcher, in the enclosed stamped addressed envelope.
What will happen to me If I take part?
If you decide to take part, you will be asked to complete a questionnaire that asks for details 
about yourself, the person that you care for and the caring relationship between you. You will 
also be asked questions about your personal experience of caring.
What are the possible disadvantages/rlsks of participating In the study?
Some carers may find that thinking and answering questions about their caring role is 
distressing. If you do:
• You may decide to end your participation in this questionnaire study at any point.
• You may access support from carers support services at the following organisations:
o  Carers UK
®  0207 3784999 (Weds & Thurs 10am-12pm and 2pm-4pm)
Email: adviceline@carersuk.ora
o  Princess Royal Trust for Carers
@ (London Office) 0844 8004361
(Scotland Office) 0141 2215066
(Wales Office)02920 221788 
Email: (London office) info@carers.ora
(Scotland Office) infoscotland@carers.ora
(Wales Office)infowales@carers.ora
o  Carers Direct Helpline (NHS)
®  0808 8020202 (Mon-Fri 8am-9pm, Weekends 11am-4pm)
WWW: http ://w w w .carersd irectenauirv .nhs.uk /
• You may access 24 hour emotional support from Samaritans
m 08457 909090
Email: io@samaritans.ora
What are the possible benefits?
Some carers enjoy having an opportunity to express their views about their caring role. They 
feel respected and listened to. The information we get from the study may help us develop a 
better understanding of the impact of the caring role upon people who care for adults with 
severe and enduring mental health difficulties. There will be no direct gains for you.
What If there Is a problem?
It is unlikely that anything would go wrong. In the event that thinking and answering 
questions about your experience of caring makes you distressed you could withdraw at any 
time. You could also discuss your difficulty with my supervisor. Professor Chris Fife-Schaw,
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Privacy
Responses to the survey will be anonymous. Identifying information will include age, gender 
and ethnicity of carers and age, gender, ethnicity and diagnosis of the person they care for. 
Individual participants will not be identifiable within the final report. Survey data will only be 
available to the project researcher and her supervisor (Dr Sue Thorpe). Records pertaining 
to the final report will be stored for 5 years in locked storage facilities within the Psychology 
Department, as required by the University of Surrey. After this period all records will be 
destroyed.
All information you provide will be used only for the purpose(s) for which it is collected, and 
not in any other way without your consent.
What will happen to the results of the research study?
I am doing this as part of my training to be a Clinical Psychologist. It will form part of the 
portfolio I submit for examination. A copy of the research will be kept in the library at the 
University of Surrey.
I also hope that the results will be published for other professionals to read. I will share the 
results with other professionals so that they can learn from this too. All details that are 
personal to you will be changed or taken out of any report or talks that I give. I will also write 
a summary of the research for all carers who have taken part. I will make copies of any 
published work available once these have been completed. You would be able to get a copy 
of these documents in the post by writing to:
Who has reviewed the study?
The research has been checked by the University of Surrey Faculty of Arts and Human 
Sciences Research Ethics Committee (FAHS REC) who have reviewed and approved the 
study.
What do I do now?
If you would like to take part in the study, please complete the enclosed questionnaire and 
return it in the enclosed stamped addressed envelope.
How can I find out more about the study?
If you'd like to find out more about the research please e-mail me at: 
k.chandler@surrev.ac.uk
Thank you for reading this information.
Piease keep this Participant Information Sheet for your records
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UNIVERSITY OF
SURREY
C a r e r s ’ E x p e r i e n c e  o f  C a r i n g
Consent Form
Name of researcher:
Kirstie Chandler, Trainee Clinical Psychologist, University of Surrey 
Supervised by:
Professor Chris Fife-Schaw, Department of Clinical Psychology, University of Surrey 
By continuing to take part in the study and returning this consent form, you are consenting to
Please tick each 
box
You have read the Participant Information Sheet.
You know that you are free not to take part.
You know that you are free to withdraw from the project at any time 
should you choose.
You understand that all personal data relating to you will be held and 
processed in the strictest confidence, and in accordance with the Data 
Protection Act (1998).
You agree that the results of the study may be written up for publication 
and as part of the researcher’s doctoral thesis, on the understanding 
that your anonymity is preserved.
You understand that you are free to withdraw from the study without 
needing to explain the reason why.
You have read and understood the above, have given your consent to 
participate in this research, and agree to comply with the instructions 
and restrictions of the study.
Piease return this Consent Form with the completed Questionnaire, in the 
enclosed stamped addressed envelope.
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Appendix 5 - Online questionnaire
I Start I
FàrtidpàntTliforinatlon "
I would like-you to invite you to take part rn a research study . Before you decide you need
to understand why the researdi is being done and vTiat it would involve for you, Please take d me ta read the
(foil owing »nformadon carefully.
dIease consider vvhetherthere is anything that isinot clear orif you would like more information; Take bme to  
decide whether or not you wmld.like to take daft;
The research is bang conducted under Bridsh psycholpgicd 5oci etyand Health Prof essi onals Council gui deli ries for 
ethical conduct of research, This means:
. Details of the research must be explained to you before you decide to participate.
> 'YOU'do not have to take partand do not have to provide a reason for nottaking part.
, Once the research data has been collected, if you are interested you have the. rig hit to g ^  information about 
thefindings by mail or post;
. .All data will be anonymous, Thefindings may be published.bi.it .you.vvlll not be personally identifiable. The data 
you give will be pooled with data coilected from other,people.
Thank you for reading this.
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b ]
W ha t  i S tiie pur pos e of Ih e S tud y ?
ThisîstucViisrbeing conducted by kirstie Chandler, as part of my training to be a Clinical Psychologist at the  
University o f Surrey. I am carrying out this research study, as part of my PsychD qualification, to  find out what.is 
th e  im pact of caring upon carers of people w ith  severe  and enduring m enta l health problems.
I am hoping to find out m ore about nonprofessional carers',experience of caring, >and develop a better 
.understanding of. the risk aridprotective factors th a t  may contribute to burnout in carers.
carer of an adult with,
Why have î heeninvited?
You'ra being asked  to take p a it becau se  you con sider y ourself to be an f ami ly or unpaid  
se v ere  an d enduring mental health problem s.
Do l  have to take part?
I t  is  u p to  y o u tb  decide w h eth er or not to ta k e  part.
Ifq/ou do decide to take part you will be ask ed  to v isit a  w eb site  that is given at th e  bottom  of this p ^ e :
What will happen tom e if I take part?
,lf you decide to take part, you will be asked  to com plete ah online questionnaire th a t aSKs for details about 
yourself, th e  person that.you care for and the caring relationship betw een you . You Will a lso  be asked  questions 
about y o u r  personal experience of canng. This study has been reviewed and given afavourable ethical opinion he/ 
th e  Faculty of Arts and Human Sciences-E thics Com m ittee a t tire U niversi^ of Surrey The questionnaire should  
take betw een  2 0  and 3 0 m in u te s  to icom plete. There is no time Hmit so p lease Work at your own pace, However 
do cornplete th e  questions on y o u r  own w ithout any assistan ce,
, Firstly you will be asked a  series of qu esu on s about yourself,
i Then you will be a sk ed  a-series of questions;aboUt the person you care for and your relationship to thehri.i 
, Finally you will be asked  som e more questions about ybur experiehce o f caring.
□
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What are the possible disadvantages/fisks Qf participating in the study?
Some carers may find that thinking and answering .questidris about their caring role is distressing. Jf y du do: :
 ^' You ihay dedde to # d  Your pârdcipatign in this online questionnaire W dy a  any point.
4 -‘^ îdd'may ^ aGcesS: support from carers'àjppoit:servicës.at-the following organist
Carers Direct Helpline (NHS)
T: 0808 8020202 (Mon-Fri 8am-9prh, iA#ekendsyllam-4-pm)
WWW: ' http; / /  www. carersd I recten oui rv. nhs. ulc/
Carers UK
T: 0207 3784999 (Weds 8^ThufsTbart\»l2prih and 2pm-4dm)
Email: adviceline@car^5uk.oro
Princess Royal Trust for Carers
T: (London Office) 0844 8004361 
(Scotland Office) 0141,2215006 
(Wales Office) 02920 221788:
Email: (London office) info@carers.org 
(Scotland Office) infoscotland@carers.ora 
X Wales Cffice);infowale5@carers,oro
'Ydu may also access 24 hour emotional Support from Samaritans 
T: 08457 909090 
Email: io@sam3ritans.org
What are thé possible benefits?
:8pm ecarëfs enjoy haying an,obpoilxjHity to express their views about their caring role. They feel respected and 
listened to  .'Thé information we gétfrdm die study may help us develop a better understanding of the impact of the 
caring role upon people who care for adults with severe and enduring mental Health difficulties.There will be no 
direct gains for You.
What if there is a problem?
It is unlikely t  hat anyt hing -Woüld go wrong, I n the ev ent that thlnkiq g and an severing questions ab ou t your. 
expert ancasof earing makes you di stressed^ou could withdraw at any ti me. You could also discuss your difficulty 
with my sUpervisor/ Dr sue Thorpe,; ' 01488 682916, e-mail r s.chorDe@surrev .ac.uk
Confidentiality
The research data will be treated with respect and in complete confidence. Resfmnses to the online survey will be, 
anonymous. Identifying information.will include age, gender and ethnicity of ca'ers and age, gender, etiinicity and 
diagnosis of the person.they care for. v/ill ensure your ahdhymity is protected by removing your contact details 
from the main body of the questionnaire. Individual participants will hot: beidehtifieble witkiin ttie final report. Survey 
data wi II only be av ai I abl e ta  thé proj ect reseârçHer;; ( Ki rsti é Chan dl er) and her- super v i sor- ( D r S ue Th orpe). Al I 
Information /Ou provide will be used only for the purpose(s) for vvhich itis  collected,,and hot in any ,other-way 
without your consent. Records pertaining to the final report Will be stored for 5 years in locked storage facilities 
within the Pi>ychologv Department, as fequifed by the University of Surrey, /^ er  this period all records Will be 
destroyed.-Ari data will be held in accordance'with the Data Protection Act 1998
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lEI
Wliat will happen to  the  results of the  research Study?
1 am doing tNs as part of my training to be a Clinical Psychologist, It will form part of d ie portfolio I sübmitfdr 
examination, A copy of the research will be Heptin the library at the University of Surrey ,
I also hopetîiatthe results will be published for other professionals to read, 1 will share the results with other 
professionals so thÀtheyj can learnifrom this too. All details that are personal to you will be changed ortaken out 
'df any report or talks that I give, I will also write a summary of the research for all carers who have taken part. 
This ^ summary will be available to carers from September 2011. I will make copies of any published work available 
once tinese have been completed. You would be able to get a copy of tiiese documents in the post by writing to; 
,Dr Sue Thorpe,
Department of Psychology 
Faculty of Arts and Human Sciences 
University df Surrey 
Guildford,
Surrey GU2 7XH,
UK
Email 5 diorpe®surrey,ac ,uk 
Who has reviewed the study?
Thexesearchhasbeeri checked by the University of Surrey Faculty of Aitsand Human Sciences Research Ethics 
Cdrnmitt80 j(FAHS; REC) who have reviewed the study.and given a favourable opinion,
How can L fin d out more about the study?
If you iyou'd like thfihd outmpre aboutthe research, or fee! any discorrffortwith the procedure, please feel free to 
contact me dr my supervisor, Dr Sue Thorpe,
Dr Kirstie Chandler:. k, chan dl er@su rrev .ac.uk 
Dr Sue Thorpe: 5.tiioroe@surrev,ao.uk
Thank you for reading this information
DrKirstie Chandler 
Trainee Clinical Psyciioldgist 
Department o f  Psychology 
University of Surrey 
Guildford 
GU2-7:XH
îçflnYft'nt:
4 ,  VP 1:1 w I
fconsent- l |^  .'y.jg.g
kJ
§cohs*rrt=d| . .
a  a
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i dém 0 s
About you
•iJi
Are y ou?:
Ferrtâlé
T J '
igj
:Whafcisyour,agB?;fm
M3:
Whatïs your ethnie group?.
white, British 
rqS=il , .
"TJ**'
T  ^ Whijta.Anv oth e r W h ite \ h^ ackg r o u n d
— MmediWhite and Black Caribbean 
Mi«ed White and BlàçKAtHcan 
» MlHfid White;and Asian 
üy ,y l MiKè'd.Àh.Ÿ nther intksd,background 
L-^.y» fclkn Of Asian British .Indian
Aslan;or Asian British PakistaniRs^'l
L 3^
J '  Aslan or Aslan,British Bangladeshi
Asian or Aslan British Any other Asian background 
ai2y»J£.: Black or Black British Caribbean
f q 3  1 3 5
u
~f Black or Black British African
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Black or Biack British Any other Black background
• q:3=15‘Î
Oth e r >eth nie qr«up Chinese
i q 3 = 1 6 i  î q 3 _ l 6 L o t h è r : t
L J  O t h è r  a t h n i c  g r b ü pS  AhV o t h e r  e t h n i c  g rôu  p |
: Ar&y ou a  m ember of a carersl group?
F q 4 = l  î L«(«»»y~5 Veï;
*#*#* ffIfW
E q 4 = 2 :ty** N 0;
Arë ypu a'm ërhbëftf a religid
mmmff ftm*f
No
□ [
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r^i
The nextquestjons ask whetiier you have recentiy been bothered by any problems 
Over the Ia s t2  w eek s, how often have you been bothered byany of the followthg problems?
; Little interest' or pleasure in .doing th ingsy.
Feeling-down,.dep.refsed or hopeless.
i TfAuhlé failing asleep .or staying asleep;
J is leep lng  t».d-‘tn'uch,
Feeling tired.or haying little energy
Poor appetite or oveteating.
Feeling had about yourself — or that you 
are a fallUre^ or hawe.iet yourself or your 
i ' ' family dowhi
Trouble .tontentraUh.g on th'lngs,_ such' as 
reading,the newspaper or matching 
.television.
Moving nr speaking s o  slowly that other 
people.b-ave noticed?,Or the opposite -  
being so fidgety.or,restless that you 
have been mo vl n g^ a round a I ot mo re than
Usual.
Thoughts that you would be better off 
dead or of hurting.y ourself In some way,
Not at all Several days
More than half 
*=thëi;dâys
Nearly every 
day
jq e l rT l l ;q6_rl = 2f îq6_rl=3f■ , r . iq6_rl = 4 5
,:q6_r2= if
" " I ] " '"
fqé_r2= 2f fq 6L''2=3f
u
fq6_r.2=4 :
sqB_r3= It
' " ' a  "
<q6.^ r3= 2*
u
iq6_r3=3|
z n z z
tq6_r3=4 t
jqb_r4= 1 j
ÇT
h£-M=2f
'" " Q " '"
fq6^r4=3£ fq6_r4=4 f
Sq6_r5= 1 f
L.J
;q6_f5= 2t
_ . y , z
; r-:- ■
sq6^r5=3f *qô_r5=4 i
ZZ5Z!
fq6_r6=if fq6_ré=2f :qéj.rè=3f fq6_r6=,4 f
r s i
fq6lr7=1f Î^lr7= ^ fg6_t7=3f,. |q6_r7=4 f
;q6_rS= If
i «W* f 1^*^* f r r»t-
îq6_r8=2f ;q6_r8= 3; ;q6_r8=4 ?
ïq6_r9=1t
* pa"*» * « * «yt p r «4-■ ::U '
iq6_r9=2t
he» «(».»•*/
tq6^r9=3t ïq6_r9=4|
a  a
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E l
Tf you checked any .of th ese problems, how difficult have these problems made it for youto  do your work;, .take: 
care of things at home, or get along with other people?
......  ^ y - , ..
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Over the last 2 weeks, how often have you been bothered by any of the following problems?
N o t  a t  a l l S e v e r a l  d a y r
M o r e  t h a n  h a l f  
t h é  d a y s -
N e a r l y  e v e r  
d a y
Ffeelih 'g n ç J 'v o u s ^  « n x i o u s  oi ' o n  e d g e »
| q 8 _ r l » 1} j q 8 _ r 1=  2 r
n "
; q 8 _ r l  = 3 rt *e« # • • • •*>$
J q 8 _ r l = 4 ]
N o t  b e i n g  e b l e t o - ^ t o p  o r  c o n t r o l  
w o r r y i n g
■ | q 8 _ r 2 =  1 s : q S _ r 2 = 2 j • q s ^ = ^ * | q 8 _ r 2 =  4 j
W o r r y i n g  t o o , m  u c b  ^ e b o u t  < J l f f e r e n t ; t h î n g s
Î q 8 _ r 3 =  l | i q s l r 3 = 2 f [ q 8 _ r 3 = 3 j Î q 8 _ r 3 = 4  t
T r o u b l e  r e l e w î n g
î q 8 _ r 4 = 1 t : q 8 _ r 4 = 2 i
U "
> ; q 8 _ r 4 = 3 ï j q 8 _ r 4 = 4  :
B e i n g  s o  r e s t l e s s  i t  is  h ^ r d  t o  s i t  s t i l l
i q 8 _ r 5 = 1 f î q 8 _ r 5 =  2 ; ^ q 8 _ r 5 = 4  t
ZiÜL z in z :
8 e c o m i n g - e e s i t y  a n n o y e d  o r  i r r i t a b l e
: q 8 _ . r 6 =  1 f
E]
: q 8 _ r S ^  2 : ' : d S _ r 6 = 3 î | q . 8 _ r 6 = 4  1
Ll
F e e l i n g  a f r a i d . a s  If s o m e t h i n g  m a y  
h a p p e n
s q 8 _ r 7 =  1 t î q 8 _ r 7 =  2» v . . . | q S ^ r 7 = ^ -
y 8 _ r 7 = . 4 |
u
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i ü
I f  you.checked any problems, bpv/ çÊfficult have these problems made it for you to do your work, Iske.carej 
things at home or get alonq with püiér people^;
□  □
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Âbou t the person tha t you care for:
MIO:
1$ the person?
Female
:q10 = 2 ;
Male
: What Is theiriethniD group?
(q 12= 1 : .
white British
sql2=2: . .^h'te lrish
Whlte Any qthef ;W round
™ CZr C.aribbfien
*3.|^..,t Mlwed White and Black African
"iZl""  ^ Asian
s5,^jw,$ Mlned;Any/otheV mixed background
» Q 12 ® 0 " ' • • >
^  iZ3" Aslan or Aslan British .In dian
yme reemn»t»*|
.Asian dr Asian Bfitish Pakistan j 
î5»p>iw'S .Aaian or Asian British Bangladesh I
Asian or Asian British Any other Aslan background 
-Black or Black British Caribbean□
|wTivt»a »«s«r*{
Black of Black British African
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Black or B lack BrItI sh Any; oth er: Black b ack g round
:ql2=15:
" Other ethnie group Chinese
|q 12=16 j |q‘i2_16iOther I
L J Oth ër eth n le grou ps An y other ëth nie grou p |
••■MFWfPç'
; Whatis their diagnosi s?
î2.|3jt;r Bipolar;affectîyë disorder 
^ I I T neurotic II i ne.ss 
" iZ T  ' self irarm
tql3_5î
Severe/onduring eating disorder 
:q l 3 6 ;
Personality dlsorder
Î<j 1 3 _ 7 «  J q l 3 _ 7 _ o t h e r  i  
u  O t h e r  1
Whêœ does the perron .yôu care for live? 
with m e
Ih thërr ow n hgmë
Sq l4=3 j -, _
lu hospital
1.4= 4 ;  ^. ' . J -,, — , ' ,^ 0 dâ t|Qj)
|Wt»»«WW»j |wwaq»B»w»!f f<wwpfP»«<#aj
Jql4=5j fq 14_5_other t 
□  Other I
5 :
What 15 your relationship with the person you care for? 
The person I care for is:
imcii »»»«**«<•*■
îq15= 1 :
^  hly. child
tql5=2l
i My Father
iql5=3'-'
~ ' E j 1” ** M y  m a ^ l e  p a r t n e r
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$5 t Another mole rolatlue 
^ 15 = 5 :
My Mother 
l5,^^£-î My female partnsr
f ê m a l e  r e |  a t l y e
A nëighho'iir
r##*#*###*###{ pv
q l 5 s = 1 0 , j  l q  ( 5 _ l  O ^ q t h è r  ;
"'"cr'"c^h;ri"^  "
^ql^xtî
How long hay.é you béèndaring?
|ql6nif
ql%Y:
fql7|
Average number of hours of eare,you pravida each weék!
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1^3
The purpose of the next group of questions is to discover ho  wearers view their caring roles and the people they, 
care for, The next questions are 22,statements of caring-related feelings, Please read each statement carefully.and 
decide if you ever feel this way about your caring foie. If you have never had this feeling, select 'Never^ a s  your 
answer, If you have Had this feeling, indicate how often you feel It by selecting the answer tJiat best describes how 
frequently you feel that way.
pQPY#HTIf4F0RklAT!pN
i v _ l  U i  u_< i   ^i ,  ;i , 1— , i*
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COPYRIGHT INFORMATION
□  □
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fq 19s
Please read Che following statEments. To th e  right of each you will find seven  num bers, ranging from “1" (Strongly 
Disagree) on th e  left to  "7" (Strongly Agree) on h e  right, Select the  number which best indicates your feelings  
about that statem ent, For exam ple, if you sd'ongly d isagree vvitf-i a statem ent, se lect" !" . If you  are neutral, select 
"4", and if you strongly agree, se lect "7", etc.
Strongly
disagree
Strongly4gree
T 2 3 4 5 6 7
Whi n 1 m 1 e 
plans,  I 
follow 
throwjih w ith 
t he m.
; q l 9 _ r l = l :
Q ........
■ | q l 9 _ r l = 2 î f q 1 9 _ r l =  3f 
L J
: q l 9 _ r l = 4 î
l J
;q l 9_iT= 5:-.
'  U "
: q I 9 _ r 1 = 6 ^«-m-r r rr^r^—T'T, . • q 19 iT = 7 :
l i i s ua l l v  
m e n a g e  otie 
w ay  Or 
an ether ,
J q l 9 _ r 2 = l t i q l 9 _ r 2 = 2 | | q ! 9 _ r 2 = 3 f !q 1 9_ r 2 = 4 | | q l 9 _ r 2 = 5 »
we.»» #»«*»»»»**•'
i q l 9 _ r 2 = 6 ! < q l 9 _ t 2 = 7 f-rrrwrfj^ -»—ly- r «-ye-yr
k J
l a m  ab l e  to 
d e pe n d  on 
mysel f  more 
t h i r  n / o n e  
else,
î q 19_r3= I i
C l
r^v5‘*e‘wwr##<ww- »« »■*»'
q l «  r 3 = 2 t
"  Ë J  '
[q I 9_r3= 3ÎWrtr
L J
îq 19 1-3= 4 S Î q l 9 _ r 3 = 5 î(»r pera^ irrrr?- rpyr
L J
| q l 9 _ r 3 = 6 r
9 m !’ r --ee mwra
l J
j q l 9 _ r 3 = 7 Î
. - " Q - ' r
Keeping 
I n t e r e s t e d  In 
t h i ngs  is 
i mpor t an t  t o
t q 1 9 _ r 4 = 1 tfeev; irri r^ i^srw* t s q l 9 _ f 4 = 2 l
L J
f q I 9 _ r 4 = 3 iwrfir Fa^prrt^ wwirvr!'! î q 19_r4= 4 t (q I 9_ i 4 =  5 s î q l 9 _ r 4 = 6 |IWf • «rjr» '<«fe
u
5 KWW IT * r * »I|W » » » S'PWWJ
: q l 9 _ r 4 = 7 f
I can be on 
m y own if 1 
h av« to.
| q l 9 _ r 5 = l  1 5 q l 9 _ r 5 = 2 t Jq 1 9 _ r 5 = 3 ; ; q l 9 _ i - 5= 4 | fq19_rS= 5Î f q l 9 _ r 5 = 6 f4^ ?' - ■ ■ y— - . .
1 «*«»». «1 « • a mm a r a »
I q l 9 _ r 5 = 7 (
b J
1 feel  pro.ud 
t h a t  I have  
accompl i shed 
things  in life,
î q 1 9 _ r 6 = 1 t f q l 9 _ r 6 = 2 s
L J
5 q l 9 _ r 6 = 3 î
I T " '
î q 19_r6= 4t îq 19_t 6= 5£ | q l 9 _ r 6 = 6 t | q l 9 _ i 6 = 7 Î
I usual ly t ake  
t h i n g s  in my 
s t r ide.
i q l 9 _ r 7 = l :
lJ
: q l 9 _ r 7=  2f
jerea#
îq 19 1 7= 3; ; q l 9 _ r 7 = 4 f
*■*! A-ww*
' i q l 9 _ i 7 = 5 :
z n z i
;q I 9 _ r 7 = 6 :•-à'--.,— -
l J
iq 19 i7= 7 :
Z D Z Z
I am fr iends 
with myself.
; q 19_r8= 1 i• P* ewr*
L J
■ q l9 _ i 8 =  2 : I q19_r 8= 3:
k_J
iq19_rS= 4 r ; q l 9 _ r 8 = 5 j iq 1 9_ r 3 = 6  t
l J
iq 19_rS= 7 :,f«wwr**r|‘wn «rt
l J
1 fee l  t h a t  I 
can hand l e  
many  t h i ngs
S t  ■*
:q 19_r9= 1 f- : q l 9_ f 9=  2 :
l J  ■ '
: q l 9 _ r 9 = 3 f?VFff'Fs| r^^ =yyr!»f : q I 9 _ r 9 =  4 r
' ' l J '
jq I 9 _ r 9 = 5 ; i q 19_r9  = 6 Î - q 19_f9= 7 î
St rongly
d i s ag r ee
1 2 . 3 4 5 6
St rongly
a,g.ree
7
1 am 
de t e rmined.
î q 1 9 _ i 1 0 = I : ■ q l 9 _ t l 0 = 2 ft f. . ■ - rr« î q 19 110= 3 Î
' .....O ' " ' "
i q 19 t 10=4 : iq 19_iT0= 5f
l J
:q 1 9 t X Q ~ s k
' ......Î J - " '
. q 19 110= 7
I seldom 
wonde r  wha t  
the po i n t  of it
ill fSi
: q l 9 _ r l l  = l r r q i 9 _ , n = 2 r  fq 19_i  11 = 3 :  : q 19_r 11 = 4 ■
L J  l J  k J  lJ
Î q l 9 _ r l l = 5 f  f q l 9 _ i  l l = 6 f
L J  k J
: q ! 9 _ i l l = 7 :
1 taheii thingrf 
one day a t  a 
t ime
î q 1 9 _r 1 2 = 1 t Sql9_t  12= 2 t  Sq19 _ r 12= 3 1 fq 1 9 _ r 12=4 : i q 19_i 1 2= 5? î q l 9 _ i 12= 6t
L J  L J  L j  L J  l J  k J
i q l 9 _ i l 2 = 7 :
f Y—' T f ^  IMwi
1 can g e t  
th rou gh 
difficult t i m e s  
b e çg us e  I ' ve  
e xpe r i e nc e d  
difficulty 
before.
« q l 9 _ r l 3 = l ;
{ a rriw*» r r » rn» » • • * ywf;
i q l 9 _ i l 3 = 2 f f q l 9 _ l l 3 = 3 S
l J
: _ q ^ 9 ^ r U= 4 ; i q l 9 _ i i 3 = 5 5 f q T 9 _ i l 3 = 6 f
l J  k J
; q l 9 _ i T 3 = 7
I ha ve self* 
discipline
| q 1 9 _ r l 4 = I | : q l 9 _ r l 4 =  2 f
L J
i q l 9 _ r l 4 = 3 f
l J
q 1 9_r  14 = 4 : 
LJ
jq 19_rT4= 5f iq 1 9_ r l 4 =  6;,
f / rrpre f. ' r
L_ J
; q 19 _ r l 4 =  7spMF*rI **• 9M»
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. ■ -  f®!'’ I9_t  I 5 = l t  t q l9 _ i  15= 2 j  Sql9_i  15= 3 j  iq 19_t 15= 4 ; ;q 19_r 15= 5 1 fq 1 9 _ r l 5=  6i  »q l 9_ r  15= 7 1
th in g s . l J  l J  l J  k_J l J  L J  lJ
f ind :q 1 9 _ r l ô =  1 L q l 9 _ ,  16= 2 [ :q 19_,  16= 3 f : q 19_,  16 = 4 f ;  q 19_t  16= 5 î  :q 19_r  16= 6 î;: q 19_,  16= 7 
Uugh about, '^-J ^-J LJ
myself g e t s  | q 19_t l 7=  1 f ; q l 9 _ r l 7 =  |q I9_t  17=3.
f yrw ra » »r *4 « w L i ' î s t  rs »rw 5sfyr? ssswwt fpr»»Y«f f r*<
l J  l J  ■ ■ LJ U
q 19_r 17 = 4 : !q 19_iT7= 5J  îq 19_t  1 7= 6 :  îq  19_r 17= 7 l ' ' Lw ' 'D U u LJ LT u  ahard
In ang JTf^-âT Q ft n CVrfi *.»*ç ipp.F k*#w** *<wirw<T»w#*fcYywm| , fsw
I ' m s omeone .  f q l 9 _ r I 8 = l  f ' î q l 9 _ r l 8 =  ^  S^q 19 _ r l S =  3f  |q 19_, 18  = 4 1 iq 1 9 _ t l 8 =  5 j  tq  19_rT8= 6 r  îq 19_rT8= 7 |
i * f  «wwuf . fWW? ( « I » ' " Ht »  r*«w»* *«j w » f r ? I  p * * * "«*##*r  .s?»»f'--*-!« « " "  t w f  ^nnr'-fsrcrfP’jfw m w -ttf «*»**#(a u  u  u u u  □
o n .
S t r o n g  I y 
d i s a g r e e  
1
S t r o n g l y
a g r e e7
look a t  a ;q i 9_i 19= I ; j q l 9 _ t  l 9= 2 r i q  19_r 19= 3 ;  ;q 19_i 19 = 4 Tiq 19_ i ■=: q 19_t  19= s M q  ! 9_t  19= 7 :
n u m b er  of k J  =.l J  L J  L J '  L J  L J  l J
w a y s ,
S o m e t i m e s  I
do t h i n g s  *q l ? _ r 2 0 =  1 L : q l 9 _ r 2 0 =  2 :  fq 19_r20= 3s  ; q 19_r20 = 4 - jg 19_r20= 5 r  iq I 9 _ r 20=  6 f - i g l  9_r20=
w an C IO or LJ L_J k j  L_J l J  k J  LJ
not,
Mv Ilf* h as # 4 l 9 _ r 2 1  = l ? f q 19_t 21 = 2 t  f q 19_r21 = 3 :  - q 19_r21 = 4 « q  19_r21 = 5 Î  îq 19_r21= s i  Î q 19_r21 = 7 f’X T  -Q *■••■-•■■•- Q  - • -...................
I do not  dwel l  . . „  . :
on t h i n g s  : q | $  r 2 2 = i ; i q l 9  r 2 2 = 2 : ; q l 9  r22= 3 : ! q 19 , 22  = 4 v,i i t  1 c a n ' t  ' 7 -   ^ -
do. anyth ing  L  J
a b o u t
W h e n  I ' m  In a 
d i f f l cu  It
; q l 9 _ i 2 2 = 5 ;  ; q l 9 _ r 2 2 = 6 ;  j q l 9 _ r 2 2 = 7
, Kmtenflf ftwper'^e-r-rarjwiM *»- ^«j-eewn* îw»»»?r/ '  *
lJ  l J l J
LJ kJ
t h  fwvT,,fp.v.»,,f ww.r
k  U  k_.
s i t ua t ion ,  1 : q l 9 _ r 2 3 = l  S q l 9 _ t 23= 2 j  jq 19_r23= 3 f  : q 19_r23= 4 , q 19_r23= 5 f  i q  19_ r 23= 6 f ; q 19 _ , 23= 7 
can
find my 
o u t  of It.
 way LJ LJ kJ lJ  kJ kJ LJ
e n o ug h  :q 19 , 24= 1 f • g l9_i ' 24= 2 ;  | q 19_r24= 3r
e n e r g y  t o  do
eWraei*yw##kfa#»K#Mf^  I»» 9 II'M* » *» ><BW PR f *»»«** r#a a «*»»•» t|^  <
q 1 9 _ I  2 4  = 4 r I q  1 9 _ r 2 4 = 5 |  | q 19 _ r 2 4 =  6  î f q 1 9 _ r 2 4 =  ?  !
d o
Whit I hive U  LJ LJ kJ J  l J
to  do,
t h e r e  a r e  18_r25= 1 Î | q l 9 _ , 2 5 =  2 |  Sq 19_r25= 3 î  ;q 19_r25 = 4 : îq 19_r25= 5 f  j q  1 9_r25= 6 f l q  1 9_r25= 7 i
ikthilm L LJ U  LJ kJ kJ kJ LJ
îq 1 9 _ r 2 6 = 1 r *q l 9_ r 26=  2 j  î q 1 9 _ r 2 6 = 3 î  .q 19_r26=4  j i q19_r26= 5 î  î q 19_r26= 6 î ; q 19_r26= 7 jI ini Kft i^llft Ot. LJ U  LJ
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The next questions ask you about your qualité' of life, health, or other areas of your life. Please answer all the 
questions. If you are unsure about which response to give to a question, please choose the one that appears most 
appropriate, This can often be your first response.
Please keep in mind vour standards, hopes, pleasures and concerns. Vvs ask that you think about vour life in the 
last two weeks.
How would you rate your quality of life?
V e r y  P o o r  
: q 2 0 _ r l = l  p
P o o r
: q 2 0 _ r l  = 2 :
'" " iT ""
Nei ther  poor nor 
good
i q 2 0 _ r i  3
Oood
| q 2 0 _ r l = 4 i
’•■f.-’rTTBr ' - « rrri
V e r y  g o o d
jwMFiTrsMre* h
: q 2 0 _ r  l = S r  
.....
Lîîü
How satisfied are you with your health?
V e r y  d i s s a t i s f i e d
q 2 1 _ r l = 1
Dissattsfi ed
q 2 1 _ r l  = 2 ;
Nei t f ,  e r  d i s s a t i s f i e d  
n o r  s a t i s f i e d
;q21_r1=2 ;
S a t i s f i e d  
Î q 2 1 _ r i  = 4s
V a r y  s a t i s f i e d  
qo _ri= 5 : 
□
|q2 2a:
The following questions ask about how rnueh you have experienced certain things in One last: two week:
A m o d e r a t e  An e x t r e m a
N o t  a t  all  A l i t t l e  a m o u n t  Ve r y  m u c h  a m o u n t
T o  w h a t  e x t e n t  d o  y o u  f e e l  t h s t  p h y s i c a l  : q 2 2 a _ r l =  1 : T q 2 2 a _ , l  = 2 ;  : q 2 2 a _ ,  1 = 3 :  : q 2 2 a _ r  1= 4: : q 2 2 a _ r l  = 5 ï
L_J k_J k_J lL».J wJ
* q 2 2 a _ r 2 =  5  :
do?
T o
How much  do you n e e d  any  medical  *42 =a _ r 2= 1 ;  J q 2 2 a _ i 2 -  2 J-Jq22a_r2= 3  j  - q 22 a _ r 2 =  4 .  -  
t r e a t m e n t  to funct ion in your  daily l i fe?---------------------------------------------------
. » j « ... *<^22â__('3= I  ^ f 3= 2  ^ | ^ 2 2 3 =  22<a_K"3= 4  ^ 2 2 3 =  5  &H Û.W n>UCttl:oO yOHÜ @ njoy lifs f Sw*  ^ e « e#4!irF^w*^*f**wrl
w h a t .  e x t e n t  d o  y o u  f e e l  y o u r  l i f e  t o  j q 2 2 a _ r 4 =  l J t q 2 2 a _ i 4 = 2 - : q 2 2 a _ r 4 = 3 t : q 2 2 a _ r 4 = 4  r.s q 2 2 a _ r 4  = 5  ;
h e  m e a n i n g f u l m  ? J  J  r j  T J  [  J
| q22b  i
A mode r a t e
Not  a t  all A little a mo u n t  Very rriucb Extrernèly
,, , ,  ,  Î q 2 2 b _ r l  = 1 :  : q 2 2 b _ r l = 2 :  : q 2 2 b _ , l  = 3 :  î q 2 2 b _ r l  = 4Î : q 2 2 b _ ,  1 = 5 :Mow w @11 -ftf-ft yoM 3D I e t c  concsntFf t t f t? w. t - -.. y- - - y . ,«^ 3? « y - - ^  ; f.*»
l J  k  j  L J  L _ J  L J
,  ,  , . , .  f q 2 2 b _ r 2 =  1 f . q 2 2 b _ r 2 = 2  : r q 2 2 b _ r . 2 =  3 f  J q 2 2 b _ r 2 =  41 ; q 2 2 b _ r 2 =  5  I
kJ L J  kJ LJ LJ
Ho w h e a l t h y  H :yA«r  p h y s i c a l  : 422b _ r 3= 1 :  î q 2 2 b _ r 3 = 2  ; ; q 2 2 b _ r 3 =  3 p : q 2 2 b _ r 3 =  4: ;  ; q 2 2 b _ r 3 =  5  
ë n y i r r r n m é n t ?  "'  V " r ' j —"
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T he follow ing questions ask about how completely you experience or w ere able to do certain to m gs in th e  last 2 
weeks
Do you havo *now,gh «norgy for sv
Mot  a t  i l l  A l i t t l e M o d a t q t e l y  Mos t l y  C o m p l e t e l y
ervdav '423_r 1=1; •q23_rl = 2{ Iq23_rl = 3f Jq23_rl = 4t iq23_tl = 5r 
life?
At* yo W )a b f .  to  a c c e p t  y o v f  bodi ly  | j q 2 3 _ r2 j :2 :
a p p . a t a n c o ?  y  ^  I ]  Q  [ J
How ayaill able to you Is the Information :qZ3_r4= !  ^;q23_i4=2j: fq23_r4=3j ;q23_r4=4^ |q23_r4 = 5;
^ y ^ u  m eed In y o u r  d a v - t o t t a y l l W  -------^ ------  .  ,  , y j , -
To wh at extent 
oppOrtunîty for I «
do you I awe the *q7 3_rS=l| ^23_r5 = 2t; |.q23_r5 = 3f fq23_r5=4t Tq23_r5=5|
. s u r e  a c t v , t . , 7
How well are you able to get around?
Very Door
1^24^ i'=Tt
U«rt m-wL
Poor
Neither poor nor 
good Goo d Very good 
sq24_t1= 5!
!4_25j
How satisfied are you?
Very
Neithetdissatisfied
Very
îq25_rl=lî |q25_rl=2f jq25_r]= X q25_i 1 = 4  ^ :q25_rl= 5* 
How $ati#fied are yuu with your sleep*
How satisfied 
to perfo
Ho
d i s s a t i s f i e d  Di s sa t i s f i ed  sa t i s f i ed  Sa t i s f i ed  sa t i s f i ed
>_ r l = 2 t d q 25 _r ] =  3 T  T t 'y*> j’-’- ' T.«-wtry I ' ' y» vry ' ' ^  ^
a t e  you with your . b i l l t y
y o u r  d a i l y  l i v i n g  a c t i v i t i e s ?  ^  ^  [ _ J
W s a t i s f i ed  are  you w ith your  capaci ty,  ; 4 2 5 _ r 3 = l ;  ‘ q 2 5 _ r 3 = 2 t  î q 2 5 _ r 3 = 3 |  | q 2 5 _ r 3 = 4 j  ' q 25_ r 3=  5 g■ for work? ry ••—r'^.”-i»~
>, , . ; q 2 5 _ r 4 = l :  Î q 2 5 _ r 4 = 2 :  I q 2 5 _ r 4 = 3 s  î q 2 5 _ r 4  = 4 î  ; q 25 _ r 4 =  5 :
S-fi-ftU arft you W i th you If ?
How s a t i s f i ed  a r e  you wi th your  ;9  25_r  5= 1 r î  q 25_r5= 2 1 , q 2 5 _ i 5 = 3 î  î q 2 5 _ i 5 = 4 ;  ; q 25_i  5= 5*
p e r s o n a l  r . l K l o h s h l p s ?  T ' T " ^
How s a t i s f i e d  a re  you with
How satisfied are you with thesupport ;425_r7=i: < q25_r 7= 2 r_ iq 25_r7= 3 r ;q25_i7=4^ iq25_r7=5;
y o u  g e t  from your f r i e n d s ?  -  ' T j  -  '' — Q  -  ...... . ^
How satisfied are you with the [q25_r8= 1; : q 2 5 _ r 8 = 2 :  ) q 2 5 _ r 8 = 3 j  [ q 2 5 _ r 8 = 4 ;  :q25_r8=5j
c o n d i t io n s  o f  your living p la c e ?  ------- '------..................................................................................... ........a " '
How satisfied are you with your access 'q25_r9=
to health services? — ' Q '
= 1 ; q25 ,9= 2Î îq25 r9=3? îq25 ,9 = 4 î ^q25 r9=5ï
P" I I T ]
Ho w s a t i s f i e d  a r e  y o u  w i t h  yo
transport?.
ur 5 q 2 S _ f  18= 1 : j q2 5 _ i T  0= 2  ’ tq2 5 _ r  10= 3î f q2 5 _ i  1 0 = 4 ;  Î q 2 5 _ i  1 0 = 5 ;
l»a#F«a« r^ e^aw.»»Pf$ i p n , ‘FpM wrwi «w* r«r^  at f#w-*er rreewl
Iq26(
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How 'Often dû YOU have negative feelings sucfi as blue mood, despair, anxiety, 'depression?
N e v e r  S é l d t i m  «Qlulte o f t e n  V e r y  o f t e n
» q 2 6 _ r l = l ï  î q 2 6 _ r l = 2 r  ï q 2 6 _ r l  = 3
LJ kJ LJ
Alw &V
? q 2 6 _ r l = 5  I
The final question ask you to say how much you agree with some statements about people with mental healüi 
problems
S t r o n g l y  S t r o n g l y
a g r e e  A g r e e  [ ' i i a g r e e  i l U a g r e e
M o f t  p e o p l *  w b u  W a c c e p t  i  p e r  s o n  w h o o n c s  h a d  a | q 2 7 _ t l = i t  * q 2 7 _ r l =  2 ?  î q 2 7 _ t  1 = 3   ^ ; q 2 7 _ r l = 4 f
s e r i o u s  m e n t a l  i l l n e s s  a s  a c l o s e  f r i e n d ,  w
■ t»»**** » * »■»»« xmm t x »'k#ap# »a»<wpiMr«r •
M o s t  p e o p l e  t h l n h  t h a t  a  p e r s o n  w i t h  a  s e r i « , U j  , f t  ;4 2 7 _ r 2 =  2r ï q 2 7 _ r 2 - 3 i  ;4 2 7 _ r 2  = 4 j
m e n t a l  I l l n e s s  i s  d a n g . e r o u  * a n d  u n p  r e  d i c t a  h i e .  ^  J  n j p  • T j  L j
M o s t  p e o p l e  f é e l  t h a t  h a v i n g  a  IP ë h t a l  i l l n e s s  Is  q 2 7 _ r 3 = i r  ; q 2 7 _ i  3 =  2 ;  _ J q 2 7 _ r 3 = 3  r  ' q 2 7 _ r 3 =  4 :
i » '  '  ^ w o f i e  than  being i dd l c t td  to drugs.     Q . - . -   Q ' -----
M o s t # e p l é l « o k d o w n o n s b m b o h o ' v h o . o n o è w a s # ; 2 ^ % ; T 4 - i ;
p a t i e n t  in a  m e n t a l  h o s p i t a l .  ^  ^  ^  ^
M o s t , e m p l o y e r s  wi l l  h i r e  » p y s n n  w h o  o n c e  h a d  a , « 2 7  r 5 = l F  ' q 2 7 r 5 = 2 *  I q 2 7  r 5 = 3 '  t q 2 7 r 5 = 4 t
s e r i o u s  m e n t a l  ( I l n E s s  i f  h e / o r  s h e  i s  q u a l i f i e d  f o r  t h e  4
Job. LJ k J  k J  : k J
Mo r t  p e o p l e  t h  In h l e s s  o f  a p e r s o n  w ho  h a s  b e e n  a ; q 2 7 _ i 6 - l t  i q 2 7 _ r 6 - 2 r  i q 2 7 _ r 6 - 3 -  _ q 2 7 _ r 6 = 4 j
p a t i e n t  In a  m e n t a l  h o s p i t a l .  -  ^ .................... ' " ' Q .....   - . . . . ^ ------------------
M ^ h  p e o p l e  f é e l t h à t  e n t e r i n g  p s y c h i a t r i c  t r e a t m e n t  ^
IS a s i g n  o f  p e r s o n a l  f a i l u r e .  ^  L J  1  J  L J
«■»*•, t#w*fa* »iNw 0% «wye,a* w»* *av#*#»*#**«
M o s t  y o u n g  w o m e n  wo u l d  n o t  m a r r y  ,  m a n  w h o  h a s  : q 2 7 _ r 8 =  1 ç r q 2 7 _ r 3 = 2 ;  J q 2 7 _ r 3  = 3 r  _ q 2 7 _ r 8 = 4 j
b e e n  t r e a t e d  f o r  s e r i o u s  m e n t a l  d i s o r d e r .  — - y —j  •—> " " " f ' y " "  " E J " " "
Most  p e o p l e  In m y  c o m m u n i t y  w o u l d  r a t h e r  n o t  h e  ^ 7 2 7 ™ ? =  71 : . , 2 T ' 7 r 7 =  2% I q 2 7 7 r 9 = 3 >  ; q 2 7 _ / 9 =  4 ^
f r i e n d s  w i t h  f a  m III e s  tf.  a t  h a v e  a r e l a t i v e  w h o  Is 1.... r.......  ^ . w. . ...  Aa
r h e n t a l l y  III l i v i ng  w i t h  t h e m  l J  L_J L_J k J
M o s t  p e o p l e  b e l i e v e  t h a t  p a r e n t s  o f  c h i l d r e n  w i t h  : % 2 7 l l o = T !  t q 7 0 =  f q 2f ] t Î Ô 7 3' ; I ' ^ ^ T ' L r T c f ^ T ;rnftntêI IIIn@ss ftT6 j u s t  ds  ^ f f t spuns^i bl f t  snd c s f i n ç  ft-
o t h e r  p a r e n t s .  L J  k J  k J  k J
M o t t  p * p p f &  l o o k  d o w n  o n  f a m l l l * ,  t h , t  h a v e  a  (4.27
m e m b e r  w h o  i s  m e n t a l l y  ill l i v i n g  w i t h  t h e m .  ™ J  ^  ^
M o s t  p e o p l e  b e l i e v e  t h e i r  f r i e n d s  w o u l d  n o t  v i s i t  t h e m  * q 2 7 _ r  1 2 =  1 F i q 2 7 _ r l 2 =  2 Î  Î q 2 7 _ r  1 2 =  3 F l q 2 7 _ r  12= 4 : 
a s  o f t e n  i f  ai m o  m b  e r  o f  t h e i r  f  a m il y w e r e  h o s p i t a l i s e d
f o r  a s e r i o u s  m e n t a l  i l l n e s s ,  _^J kJ  L J  LJ
M o s t  p e o p l e  t r e a t  f a m i l i e s  w i t h  a  m e r r t b e r  w h o > | s  » q 2 7 _ r l 3 = l  j ; ._iq27_r 1 3 =  2î  î q 2 7 _ r l 3 =  3 r  ; q 2 7 _ r  1 3 =  4  ; 
m e s i t . l i y n i ,  In the. s e m e  w . y  (h.ey t r e a t  o th er  fa m il ies :   Q -----------^ " " T J --------- I J ------" " ' " " ' [ J
Mo6  p e e p l e / d o ^ h o t  b l a m e  p a r e n t s  f o r  t h e  m e n t a l  * q 2 7 _ r  1 4 =  1 t < q 2 7 _ r l 4 =  2 |  | q 2 7 _ i T 4 =  3 l  ! q 2 7 _ r  l 4 = 4 i  
i l l t r e s s q f  t h e i r  c h i l d r e n .  — Q   -----
Most p e o p le  erould r a t h . r  hLt v l p l t f a m t l l w  th a t  h e y #
a m e m b e r  w h o  IS m e n t a l l y  ill. f  J  [  p
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You have now finished tho questionnaire. %ZISi<REY
Thank you very much for your participation in this research. The study is intended to
measure carers' experience of stigma and their personal resilience. These are fdctors vvtiich are likely to alter the 
likelihood that carers experience burnout through their experi ence of caring.
Tf you haveTound that the questionnaire raised am'issues for you, you can access support from the foil owing
organisations:
Carers Direct Helpline (N HS)
T; 08G8-8Q20202,(MoteFri: 8arn-9pmi Wteekends llam-4pm )
Avww: htto: //www.carersdirectenaüirv.hhs.uk/
Carers UK
T: 0207 3784999 (Weds&Thuris:10am-12pm and 2pm-4pm)
Email : advicelineCScarersuki ora
Princess Royal Trust for Carers
T: (London ‘Office) 08448004361 
(Scotland Office) 0141 2215066 
(Wales Office) 02920 221788 
Email: (London office) info@carers.org 
TScotiandOffice)infoscotland@carers.org 
(Wales Office) lnfowale s # carers.ora
■ You may aiso access 24 hour emotional Support-from Samaritans 
T: 08457 909090 
! Email : io@samaritans.org
If you you'd like to find out more about the research or wish to make any comm ehts, please feel free to cont ct 
m e pr riiy supervisor, Dr Sue Thorpe.
Dr Kirstie Chandler: k.chandler@5urrev.ac.uk 
: Dr Sue Thorpe: s. thorpe® surrey .ac.uk
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TIfaii k you for you r interest
P q w e c & d  b y  g a w t o o i n  g o M w a N .  In ,
lIMVLRSm OF
!^U R I^Y
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Appendix 6 - Permission to adapt MBI
t
C= 10113
M asiach  B u rn o u t inven to ry  ( “ M B I” )  R e s e a rc h  P e rm iss io n  R e q u e s t F o rm  a n d  A g reem e n t
D a te :  C 4»  ^ C 6' I /  C t L.
N a m e :  D - .  E i L  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
A d d r e s s :
Citv: ^  ^ C ^ L y k jy \____________state:____________ Zip Code: ^  3»r i Country: L  '
TelephoneNuntb^: ^  J  ^  t  O ^ -  , 2. \  Fax NumberC'H'S^^ 1 M - H  ^  )
Email Address: • C i- \0 (  I C-: (z". S - t'y   ^ OC' v.. k___________
CPP Customer Number:_________________
I t  YOU do not E u n en tlyh a ve  a CPP custom er number, p lease com plete  an eligibility Form Including yourresearcn  aduisor's signature HI you  are a stuilenti 
an d  return it to  CPP along n itti th is form.
MBI Edition you will work with: (check one) s f tu m a n  S erv ices Survey O Educators Survey O C eneral Survey
Project Type: [tA teck  one) oDissertalion Dlhesls BResearct) Project oOther__________________
Project rUie-. A  C|^k..^î^v-t,Vc; m -C - L V vrt.;L V w . K -\ \  cA  ' I ^
o \  .Sk sîXjT C>. C'i' XVL". L-Lv-Lv \ -
Expected Project Begin Date: 7 1 ^ Zoi  O  Expected Project End Date: -t.-V vturAg.r? Z o i  »
Total quantity o f MBI surveys you expect to administer for your research: ^
Describe in detail your proposed and expected use o f the MBI: - \ s  O^' CL, v
SVvvOt.-^  H SJ ^  IdX CuU.
r\/LX,VC w V.(;Vo^- C\. vkV J:1 ^ C -
Describe in detail how you will modify, adapt, translate, or include in a larger battery, etc. the MBI:_____
Describe in detail how you plan/expect to deliver (administer) the MBI to research participants:
C."\AA,\_L / (“>:? gV c:
L <£T L<_\. ^  M) ^  ; V '-Ca. Ù. L'A. -O ■
V Page 1 of 2
119/09
265
Research Dossier MRP
Terms and Conditions for Research Use
If p e rm is s io n  is  g r a n te d  b y  C P P .  In c . ( " C P P  ") t h e  fo llo w ing  t e rm s  a n d  c o n d i tio n s  will app ly :
1 . P e r m is s io n  i s  lim ited  to  o n ly  t h e  o n e - t im e  u s e  sp e c if ic a lly  d e s c r ib e d  a b o v e .
2 .  P e r m is s io n  d o e s  n o t  in c lu d e  a n v  rig h t to  r e p r o d u c e  th e  MBl in  a n y  p u b lic a t io n , th e s i s ,  d is s e r ta t io n ,  e tc .
3 .  A  c r e d i t  lin e  to  b e  p ro v id e d  b y  C P P  m u s t  b e  in c lu d e d  o n  th e  MBI c o p ie s  u s e d  u n d e r  p e r m is s io n .
4 .  T h is  p e r m is s io n  i s  g ra n te d  fo r r e s e a r c h  p u r p o s e s  o n ly  a n d  sp e c if ic a lly  d o e s  n o t  in c lu d e  a n y  c o m m e rc ia l  o r  
fo r-p ro fit  u s e  o f  t h e  MBI o r  a n y  a d a p ta t io n  a n d /o r  t ra n s la t io n  o f  t h e  f/IBI.
5 .  Y o u  will s e n d  C P P  o n e  c o p y  o f y o u r  a d a p ta t io n / tr a n s la t io n  w h e n  y ou  c o m p le te  it. F a i lu re  to  d o  s o  will 
a u to m a t ic a l ly  in v a lid a te  th is  p e rm is s io n .
6 .  Y o u  a g r e e  to  s e n d  y o u r  d a t a  to  C P P ’s  R e s e a r c h  D iv is io n  in S P S S  fo rm a t to  r e s e a r c h O c o p .c o m  w ith  a  
c o p y  to  th e  P e r m is s io n s  C o o rd in a to r  a t  D e rm s @ c o o .c o m  w ittiin  3 0  d a y s  o f c o m p le t io n  o f  y o u r  p ro je c t .
7 .  In c a s e s  o f  e le c t r o n ic  d e l iv e ry ,  y o u  a g r e e  to  r e m o v e  t h e  MBI fro m  all s e r v e r s  a n d  p la tfo rm s  a f te r  d a t a  
c o l le c t io n  is  c o m p le te  a n d  a g r e e  to  n o tify  C P P  w ith in  1 0  b u s in e s s  d a y s  o f  s u c h  r e m o v a l .
8 .  T h is  p e r m is s io n  m a y  s u b je c t  to  a  p e rm is s io n  f e e  w h ic n  will b e  c a lc u la te d  b a s e d  o n  y o u r  s p e c if ic  u s a g e .
9 .  Y o u  a s s u m e  re s p o n s ib i li ty  fo r a n y  m i s u s e  o f  c o p ie s  o f  th e  MBI y o u  u s e  p u r s u a n t  to  th i s  a g r e e m e n t .  C P P  
s h a l l  n o t  b e  r e s p o n s i b l e  fo r  y o u r  u s e  o r  m is u s e  o f  t h e  M SI.
1 0 . Y o u  a g r e e  th a t  a d a p ta t io n s  a n d /o r  t ra n s la t io n s  y o u  d e v e lo p  u n d e r  th is  a g r e e m e n t  w ith  C P P  a r e  d e r iv a t iv e  
w o r k s  o f  t h e  M BI a n d  y o u  h e re b y  a s s i g n  to  C P P , in  p e rp e tu ity  a n d  w ith o u t  fu r th e r  c o n s id e r a t io n  t h e  
c o p y r ig h t  to  a n d  all o th e r  r ig h t, title, a n d  in te r e s t  in  a n d  to  a n y  s u c h  a d a p ta t io n .
1 1 . T h is  a g r e e m e n t  s h a l l  n o t  b e  v alid  u n til b o th  p a r t ie s  h a v e  fully e x e c u te d  t h e  a g r e e m e n t .
I h e re b y  r e q u e s t  p e r m is s io n  fro m  C P P  for r e s e a r c h  u s e  o f  t h e  MBI a s  d e s c r ib e d  a b o v e  a n d  a g r e e  to  t h e  te rm s
o u tlin e d  a b o v e  (o r s u c h  r e s e a r c h  u s e :
 "Kj-J   C "G ( o-L? I  i Q___
S i g n a tu re  D a le
Foi CPP. hii
C P P .  In c ..  h e re b y  e x t e n d s  y o u  p e rm is s io n  u n d e r  th e  t e r m s  s t a te d  a b o v e  for th e  a d a p ta t io n  y o u  h a v e  d e s c r ib e d  
a b o v e .  ...% |
•  T h e  a s s o c i a te d  p e rm is s io n  f e e  will b e  $  l[)(J  *' a n d  is  d u e  w ith in  3 0  d a y s  o f C P P 's  s ig n a tu r e  d a te  
n o t e d  b e lo w
•  T h e  c r e d i t  l in e  y o u  w il  n e e d  to  u s e  w ith  th e  MBI is  a s  follow s:
"A d ap ted  an d /o r tran sla ted  with p erm issio n  of the  P ublisher, C P P , Inc from MBI- . C o pyright (fj
by C P P . Inc. All rights  re se rv ed . F u rther repro du c tion  is  prohibited  without C P P 's  written c o n se n t."  /
ly
C P P  A u th o riz e d  S i g n a tu re  
D a te  '
I'agc 2 of 2
09/09
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n CPP, Inc.1055 Joii|UÙ Roa t 2nd Ftoor, Mounlain Vww, CA 94043 800.624.17J5 faa ; 650.989.1603 a igcpa tom  wwBf.cpp.coin Fedcial 10.94 1337735
INVOICE PAGE: 1 o f  1
Invoice No.: IN 1 0 5 9 3 2 4
Invoice Date; C O / l O / l O  
Due Date; 0 6 /2 0 / 1 0  
Total Amount Dus: $ 0 . 0 0
TERMS: M a s te r C a r d  P re p a y m e n t
CUSTOMER NO.: 4 0 4 9 0 0
K i r s t i e  C h a n d le r  
19 N ew p ort S t  
B r ig h to n  
U n ite d  K ingdom
SHIP TO NO.;
K i r s t i e  C h a n d le r  
IB N e w p o r t S t  
B r i g h t o n  
U n i te d  K ingdom
K i r s t i e  C h a n d le r  
0 7 8 0 1 0 6 3 0 2 8
ORDER NO.:
ORDER DATE;
CUSTOMER PC:
CARRIER:
SHIPPING METHOD:
CURRENCY; USD
ITtMIDESCRlPTIOlJ
1 3463D L 1 EACH
MBI HUMAN SVCS SRVY DOM LIC
2 0 0 1 1
CPP PROCESSING PEE
P e r m i s s i o n  B i l l  O n ly  
T h a n k  You
EACH
7 5 .0 0  EACH
4 5 .0 0  EACH
7 5 .0 0  
45 .0 0
D etach  portion  b e lo w  (from  las t p ag e  only) and  s e n d  it w ith  a p a y m en t. S ee  b ack  o f  th is  s h e e t  to  p ay  w ith  a  c red it ca r d .
IMPORTANTI To ensure your paym ent is applied correctly, p lease write Custom er N o. and Invoice N o. on  your check
Customer No.: 4 0 4 9 0 0  FREIGHT/HANDLING;
Invoice No.: m  1 0 5 9 3 2 4  SUBTOTAL:
TOTAL TAX AMOUNT;REMIT TO:
CPP. INC.
PC BOX 49156
SAN JOSE CA 95161
USA
PRE-PAYMENT;
TOTAL AMOUNT DUE:
0 . 0 0  
1 2 0 . 0 0  
0 . 0 0
1 2 0 . 0 0
$0 . 0 0
ORIGINAL
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Appendix 7 - Ethical approval of study
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Kirstie Chandler 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
UNIVERSITY OF
SURREY
Faculty o f ,
A rts and  Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445  
F:+44 (0)1483 689550
www.surrey.ac.uk
16* July 2010
Dear Kirstie 
Reference: 476-PSY-lO
Title of Project: A quantitative investigation of burnout in informal carers of people 
with severe and enduring mental health problems
Thank you for your submission of the above proposal.
1 am pleased to advise that this proposal has received a favourable ethical opinion from the 
Faculty of Arts and Human Sciences Ethics Committee provided that the following conditions 
are adhered to:
•  The ‘Participant Information’ sheet needs to be rendered in more accessible language 
in order to reduce the risk of excluding substantial sectors of the study population (for 
example, see the section on ‘Privacy’, which is particularly complex).
•  The ‘Participant Information’ sheet incorrectly states that the study has received a 
favourable ethical opinion from ‘the University of Surrey Ethics Committee’. The 
proposal is being considered by the Faculty of Arts and Human Sciences Ethics 
Committee at the University o f Surrey. This correct version appears later on the 
information sheet, although note that we do not ‘approve’ studies.
•  On the information sheet, you should specify when participants should contact Sue 
Thorpe if they want to obtain details of the findings.
•  You also need to state that the research is being undertaken following the HPC and 
BPS guidelines.
• There is a small typing error in question 7 of the questionnaire.
/Continued.
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UNIVERSITY OF
SURREY
Faculty o f
Arts and  Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445  
F;+44 (0)1483 689550
www.surre9.ac.uk
Although the Committee is concerned with the details of research ethics, it commends you for 
proposing to undertake research on a topic that raises major ethical questions for social policy 
in relation to informal carers. This seems vitally important research and I wish you well with 
it.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
1
Dr Adrian Coyle
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Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
Faculty of Arts and Human Sciences
Ethics Committee
476-PSY-10 
KIRSTIE CHANDLER 
A quantitative investigation of burnout in 
informal carers of people with severe and 
enduring mental health problems 
DR SUE THORPE 
23 JUNE 2010
The above Project has been submitted to the FANS Ethics Committee.
Favourable ethical approval has now been granted.
Signed: lÀ cÏ a/  
Dr^drian
____
Adria  Coyle^"^ 
Chair
Dated: 2.0 lo
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Appendix 8 -  Chair's Amendment for paper questionnaire
UNIVERSITY OF
SURREY
Dr Vicky Senior (Deputy Chair)
Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Kirstie Chandler 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
Faculty of
Arts and  Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445  
F:+44 (0)1483 689550
www.surrey,acuk
17 February 2011
Dear Kirstie
Reference: 476-PSY-lO (Amendment to Project)
Title of Project: A quantitative investigation of burnout in informal carers of people 
with severe and enduring mental health problems.
Thank you for your submission of an amendment to the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
%
Dr Vicky Senior 
Deputy Chair
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Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action (For amendment)
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of favourable ethical 
opinion for original 
project:
Date of submission of 
changes:
476-PSY-10 Amend. 
KIRSTIE CHANDLER 
A quantitative investigation of burnout in 
informal carers of people with severe and 
enduring mental health problems 
DR SUE THORPE 
19 JULY 2010 
08 FEBRUARY 2011
The amendment to the above Project has been submitted to the FANS Ethics 
Committee and a favourable ethical opinion has now been granted.
Signed:
Dr Vicky Senior 
Deputy Chair
Dated: n 0 2 -
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Appendix 9 -  Chair's Amendment for amendment of online consent
UNIVERSITY OF
SURREY
Dr Vicky Senior
Deputy Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Kirstie Chandler 
PsychD Clinical Trainee 
Department of Psychology 
University o f Surrey
Faculty of
Arts and  H um an Sciences
Guildford, Surrey GU2 7XH U K
T: +44 (0)1483 689445  
F: +44 (0)1483 689550
www.surreyj3C.uk
29* March 2011
Dear Kirstie
Reference: 476-PSY-lO (Amendment to Project (2))
Title of Project: A quantitative investigation of burnout in informal carers of people 
with severe and enduring mental health problems.
Thank you for your submission of an amendment to the above proposal.
The Faculty o f Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any other significant changes to this proposal which may require scrutiny, please 
contact the Faculty Ethics Committee before proceeding with the project.
Yours sincerely
Dr Vicky Senior 
Deputy Chair
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Faculty of Arts and Human Sciences
Ethics Committee
Chair’s Action (For amendment (2))
Ref- 476-PSY-lO Amendment (2)
Name of Student: KIRSTIE CHANDLER
Title of Project: A quantitative investigation of burnout in
informal carers of people with severe and 
enduring mental health problems.
Supervisor: PROFESSOR CHRIS FIFE-SCHAW
Date of favourable ethical 19 JULY 2010
opinion for original
project:
Date of submission of 22 MARCH 2011 
amendments (2):
Amendment to the above Project has been submitted to the FAHS Ethics Committee. 
A favourable ethical opinion has now been given.
Signed:
Dr Vicky Senior 
Deputy Chair
Dated: 2 .^ j c 3 jh
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